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FOR YOUR ASTHMATICS 


NOTHING IS QUICKER + NOTHING IS MORE EFFECTIVE 


PREMICRONIZED FOR 
OPTIMAL EFFICACY 


either epinephrine 
or isoproterenol 


Medihaler-EPi" 


Epinephrine bitartrate, mg. per cc., 
suspended in inert, nontoxic aerosol vehicle. 
Contains no alcohol. Each measured dose 
contains 0.15 mg. epinephrine. 


Medihaler-ISO° 


Isoproterenol sulfate, 2.0 mg. per cc., 

suspended in inert, nontoxic aerosol vehicle. 

Contains no alcohol. Each measured se. 
dose contains 0.06 mg. isoproterenol. 
Riker 
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In Ulcerative Colitis extensive clinical experience confirms 


BRAND OF SALICYLAZOSULFAPYRIDINE 


to be 


cornerstone 
in today’s management 
of this distressing no 
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H-patterne d 


slow release... 


not here 
at pH 1.2 


In the relatively acid 
medium of the fasting 
stomach, Medules are 


kept essentially intact by 
their special pH-sensitive 


coating (about 5% of 


in 2 hours at pH 1.2). 


but here 
at pH 7.5 


Medrol content released 


duodenum (at pH of 


to 100% of the Medrol 
content is released 
within 4 hours. 


..means 


absorption 


In the environment of the 


approximately 7.5) 90% 


gradual steroid 
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en Folly rides 
s 
.. felief from pollen allergies 
more complete than antihistamines alone. ..more thorough than nose drops or sprays 
4 The miseries of respiratory allergy can be relieved so effectively 
§ with Triaminic.’* Triaminic contains two antihistamines plus 
; the decongestant, phenylpropanolamine, to help shrink the en- 
gorged capillaries, reduce congestion and bring relief from rhin- 
orrhea and sinusitis.1 Oral administration distributes medication 
to all respiratory membranes without risk of “nose drop addic- 
tion” or rebound congestion.?:* 
Each Triaminictimed-release Tablet provides: 
Phenylpropanolamine HC] 50 mg. 
Pheniramine maleate 25 mg. 
also available: 
4 TRIAMINIC JUVELETS® y, the formulation of the Triaminic Tablet with timed-release action. 
= TRIAMINIC SYRUP each teaspoonful (6 mi.) provides % the formulation of the Triaminic Tablet. 
: References: 1. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958. 2. Lhotka, F. M.: Illinois M. J. 112:259 
< (Dec.) 1957. 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 4. Fuchs, M.; Bodi, T.; Mallen, S.R.; Hernando, L., 
I and Moyer, J.H.; Antibiotic Med. & Clin. Ther, 7:37 (Jan.) 1960. 5. Halpern, S.R., and Rabinowitz, H.: Ann. 
3 Allergy 18:36 (Jan.) 1960. 
: first—the outer layer dissolves 
oa within minutes to produce 


4 Relief is prompt and prolonged 
because of this special 
timed-release action 


8 to 4 hours of relief 


then—the core disintegrates 
to give 3 to 4 more 
hours of relief 


SMITH-DORSEY « A DIVISION OF THE WANDER COMPANY ¢ LINCOLN, NEBRASKA 
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greater 
relief. for, 


Novahistine® works better than antihistamines alone 


Stuffy, runny noses...swollen, weepy eyes 
are more effectively relieved with Novahistine. The 
distinctly additive action of the vasoconstrictor 
and antihistamine combined in Novahistine re- 
lieves allergic symptoms more effectively than 
either drug alone. 


One dose of 2 tablets for day-long or night-long relief. 
Each long-acting tablet contains 25 mg. phenylephrine 
HCl and 4 mg. chlorprophenpyridamine maleate. 
e Bottles of 50 and 250 green, film-coated tablets. 
PITMAN-MOORE COMPANY Division of Ailied Laboratories, Inc., Indianapolis 6, Indiana 


Novahistine | p Lone. 
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d Homatropine, plus APC 


7 more. MOR IOROUGH RELIEF — 

Salts of Dihydrohydroxycodeinone an 


more comprehensive 


control 


4 
INDICATIONS 3 
muscle spasm Neck : acute 
torticollis, osteoarthritis of cer- 
vical spine with spasm of cervical ‘ 
muscles, whiplash injury e Trunk AND Cuesr: costochondritis, intercostal myositis, xiphodynia « Back : c 
acute and chronic lumbar strains and sprains, acute low back pain ( unspecified), acute lumbar arthritis 3 
and traumatic injury, Compression fracture, herniated intervertebral disc, post-disc syndrome, strained 
muscle(s) © Exrremiries: acute hip injury with muscle spasm, ankle sprain, arthritis (as of foot or knee) , 
blow to shin followed by muscle spasm, bursitis, spasm or strain of muscle or muscle group, old fracture 
with recurrent spasm, Pellegrini-Stieda disease, tenosynovitis with associated pain and spasm. 
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with 
skeletal muscle 


a new muscle relaxant-analgesic 


Many conditions, painful in themselves, often give rise to spasm of skeletal muscles. 
ROBAXISAL, the new dual-acting muscle relaxant-analgesic, treats both the pain and 
the spasm with marked success: In clinical studies on 311 patients, 12 investigators’ a 
reported satisfactory results in 86.5%. Each ROBAXISAL Tablet contains: i 


¢ A relaxant component — Robaxin* — widely recognized for its prompt, long-lasting relief of 
painful skeletal muscle spasm, with unusual freedom from undesired side effects....... . 400 mg. 
*Methocarbamol Robins. U.S. Pat. No. 2770649. 


» An analgesic conrponent—aspirin—whose pain-relieving effect is markedly enhanced by Robaxin, 
and which has acded value as an anti-inflammatory and anti-rheumatic agent... . (5 gr.) 325 mg. 


INDICATIONS: Rogaxisat is indicated when analgesic as SUPPLY : Rosaxasat Tablets (pink-and-white, laminated) 
well as relaxant action is desired in the treatment of skeletal in bottles of 100 and 500, ae 
muscle spasm and severe concurrent pain. Typical condi- Om 


tions are disorders of the back, whiplash and other trau- Also available: Rosaxin Injectable, 1.0 Gm. in 10-cc. am- 
matic injuries, myositis, and pain and spasm associated with pul. RosAxin Tablets, 0.5 Gm. (white, scored) in bottles of 
arthritis. 50 and 500, 
reeman, iow OF 
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: G aking today’s medicines with integrity ... seeking tomorrow's with persistence 
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(PHENOBARBITAL AND NATURAL BELLADONNA ALKALOIDS) 


Barbidonna Barbidonna Barbidonna 
Ingredient Elixir & Tablets No. 2 Tablets D.A. Tablets 


per fl. dm. or 
tablet 


Phenobarbital %gr.(16mg.) % gr. (16 mg.) 
Hyoscyamine Sulfate 0.1286 mg. 0.1286 mg. 0.1286 mg. 
Atropine Sulfate 0.0250 mg. 0.0250 mg. 0.0250 mg. 
Hyoscine Hydrobromide 0.0074 mg. 0.0074 mg. 0.0074 mg. 


Per Tablet Per Tablet 


Barbidonna D.A. tablets in a.c. dosage release the alkaloids immediately 
before the meal and phenobarbital after the meal. 
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in chronic alcoholics - Compazine’ 


brand of prochlorperazine 


reduces the urge to drink—by controlling the anxieties and frustrations 
from which patients seek escape in alcohol. On “Compazine’, patients become 
more amenable to counselling, and therapy may be continued with 
remarkable safety . . . for months, if necessary. 


SMITH 
KLINE & 
FRENCH 
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Lifts depression.. 


You see an improvement within a few days 
Thanks to your prompt treatment and the 
smooth action of Deprol, her depression 
is relieved and her anxiety and tension 
calmed — often in a few days. She eats 
well, sleeps well and soon returns to her 
normal activities. 


: 


calms anxiety! 


Smooth, balanced action lifts 
depression as it calms anxiety... 
rapidly and safely 


Balances the mood — no “seesaw” effect Acts swiftly - the patient often feels 
of amphetamine - barbiturates and ener- better, sleeps better, within a few days. 
gizers. While amphetamines and energizers may Unlike the delayed action of most other antide- 
stimulate the patient — they often aggravate pressant drugs, which may take two to six weeks 
anxiety and tension. to bring results, Deprol relieves the patient quickly 
4 : : —often within a few days. Thus, the expense to the 
And although amphetamine-barbiturate combina- patient of long-term drug therapy can be avoided. 
tions may counteract excessive stimulation — they 
often deepen depression. Acts safely — no danger of liver damage. 


Deprol does not produce liver damage, hypoten- 
In contrast to such “seesaw” effects, Deprol’s sion, psychotic reactions or changes in sexual 
smooth, balanced action lifts depression as it calms function—frequently reported with other anti- 
anxiety — both at the same time. depressant drugs. 


Bibliography (13 clinical studies, 858 patients): 1. Alexander, L. (35 patients): Chemotherapy 
of depression — Use of meprobamate combined with benactyzine (2-diethylaminoethyl benzilate) hydrochlo- 
tide. J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients): Meprobamate 
and benactyzine hydrochloride (Deprol) as adjunctive therapy for patients with advanced cancer. Antibiotic 
Med. & Clin. Therapy 6:648, Nov. 1959. 3. Beerman, H. M. (44 patients): The treatment of depression with 
meprobamate and benactyzine hydrochloride. Western Med. 1:10, March 1960. 4. Bell, J. L., Tauber, H., 
Santy, A. and Pulito, F. (77 patients): Treatment of depressive states in office practice. Dis. Nerv. System 
20:263, June 1959. 5. Breitner, C. (31 patients): On mental depressions. Dis. Nerv. System 20:142, (Section 
Two), May 1959. 6. Gordon, P. E. (50 patients): Deprol in the treatment of depression. Dis. Nerv. System 
21:215, April 1960. 7. Landman, M. E. (50 patients): Clinical trial of a new antidepressive agent. J. M. Soc. 
New Jersey. In press, 1960. 8. McClure, C. W., Papas, P. N., Speare, G. S., Palmer, E., Slattery, J. J., 
Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, G. B. (128 patients): Treatment of depression — New 
technics and therapy. Am. Pract. & Digest Treat. 10:1525, Sept. 1959. 9. Pennington, V. M. (135 patients): 
Meprobamate-benactyzine (Deprol) in the treatment of chronic brain syndrome, schizophrenia and senility. 
J. Am. Geriatrics Soc. 7:656, Aug. 1959. 10. Rickels, K. and Ewing, J. H. (35 patients): Deprol in depressive 
conditions. Dis. Nerv. System 20:364, (Section One), Aug. 1959. 11. Ruchwarger, A. (87 patients): Use of 
Deprol (meprobamate combined with benactyzine hydrochloride) in the office treatment of depression. 
M. Ann. District of Columbia 28:438, Aug. 1959. 12. Settel, E. (52 patients): Treatment of depression in the 
elderly with a meprobamate-benactyzine hydrochloride combination. Antibiotic Med. & Clin. Therapy 7:28, 
Jan. 1960. 13. Splitter, S. R. (84 patients): Treatment of the anxious patient in general practice. J. Clin. & 
Exper. Psychopath. In press, April-June 1960. 


LABORATORIES / New Brunewick, N. J. 


Dosage: Usual starting dose is 1 tablet q.i.d. When 
necessary, this dose may be gradually increased up to 
8 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write 
¢0-2127 for literature and samples. 
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penicillin 


As a pioneer and leader in penicillin therapy § 
for more than a decade, Squibb is pleased 
to make Chemipen, a new .chemically im- 
proved oral penicillin, available for clinical use. | 


With Chemipen it becomes possible as well as | 
convenient for the physician to achieve and main- Sw © 


those produced with comparable therapeutic doses of 
potassium penicillin V. In fact, Chemipen is shown to 
have a 2:1 superiority in producing peak blood levels 
over potassium penicillin V.* 

Extreme solubility may contribute to the higher blood 
levels that are so notable with Chemipen.* Equally nota- 
ble is the remarkable resistance to acid decomposition 
(Chemipen is stable at 37°C. at pH 2 to pH 3), which 
in turn makes possible the convenience of oral treatment. 


SOUTHERN MEDICAL JOURNAL 


Squibb Announces 


Chemipen 


new chemically improved penicillin 
which provides the highest blood 
levels that are obtainable with oral 


therapy 


And the economy for your patients will be of 
particular interest—Chemipen costs no more 
than comparable penicillin V preparations. 
Dosage: Doses of 125 mg. (200,000 u.) or 

» 250 mg. (400,000 u.), t.i.d., depending on the 


severity of the infection. The usual precautions 
tain higher blood levels—with greater speed—than \, - 


must be carefully observed with Chemipen, as with 
all penicillins. Detailed information is available on 
request from the Professional Service Department. 
Supply: Chemipen Tablets of 125 mg. (200,000 u.) and 
250 mg. (400,000 u.), bottles of 24 tablets. Chemipen 
Syrup (cherry-mint flavored, nonalcoe SQQUIBB 
holic ), 125 mg. per 5 cc., 60 cc. bottles. an 
*Knudsen, E. T., and Rolinson, G. N.: 
Lancet 2:1105(Dec.19)1959 Ingredient 
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new 
anantihistamine 
y that is an antihistamine 
-not a somnifacient 


drowsiness (other side effects) rare...relief prompt...toxicity low 


Investigators cite this new antihistamine’s lack of side effects, its speed of action and its excellent tolerance. 
Nineteen investigators have treated over 800 patients with ALLERCUR. In 297 recent cases, 91% were side- 
effect-free. ALLERCUR is supplied in bottles of 100 scored tablets, each containing 20 mg. Clemizole HCl. 
Average dose is 2 to 4 tablets daily. 


when allergies occur 


® 


(Clemizole HCI) 
@ New York 17, New York + Division, Chas. Pfizer & Co., Inc. * Science for the World’s Well-Being 
® Trademark, Schering, A.G., Berlin Bibliography available on request. 
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in female urethritis referred pain 
complicates diagnosis 


Pain in the groin, suprapubic re- 
gion, thighs and lower back is often 7 
caused by urethritis but, as a result 
of negative urinary findings, is at- 
tributed to other organs. Direct 
examination of the urethra helps 
localize the origin of referred pain, 
evidence of urethral inflammation. 
calling for local therapy. 


Younger women with bacterial 
urethritis respond to the antibacte- 
rial, anesthetic and dilating effects 
of FURACIN Inserts (formerly FuR- 
ACIN Urethral Suppositories) con- 
taining nitrofurazone 0.2% and the 
local anesthetic diperodon-HC] 2% 
in a water-dispersible base. Each 
suppository hermetically sealed in 
silver foil, box of 12. 


Older women respond to the es- 
trogenic, antibacterial, anesthetic 
and dilating effects of FURESTROL 
Suppositories containing, in addi- 
tion to nitrofurazone and diperodon 
*HCl, diethylstilbestrol0.0077% (0.1 
mg.) which corrects postmeno- 
pausal urethritis at the cellular lev- 
el. Each suppository hermetically 
sealed in orchid foil, box of 12. 


FURACIN’® INSERTS and 


brand of nitrofurazone 


FURESTROL*’ SUPPOSITORIES 
alleviate pain—simplify treatment 


EATON LABORATORIES, NORWICH, NEW YORK 
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women of childbearing age... 
and growing children... 
are 

depleting their 

iron 
reserves 


Iron deficiency anemias occur most 
often among women of childbearing age 
and growing children. Unless extra iron is 
provided, children’s high growth requirements 
and women's iron loss from menstruation may 
dangerously deplete iron reserves. Many clinicians 
regularly prescribe a hematinic for six weeks each. 
year during @ woman’s reproductive years. Children _ 
and adolescents are kept on intermittent iron therapy. 
Livitamin, with peptonized iron and B complex, provides 

effective iron therapy with minimal side effects. Unlike 

many hematinies, Livitamin is pleasant tasting and well 
tolerated: Peptonized iron has as high a rate of absorption 


. 
and storage, and is much less irritating than ferrous sulfate. . 
B complex and other ingredients provide integrated 
* 
nutritional support. 
« 
FORMULA fhukdouncs contains : a 
lron peptonized . . 420 mg. Nicotinamide ..... 50 mq. 
Pantothenic acid . mg. 
Tiamine hydrechionge Liver fraction 1 2 Gm. 
Riboflavin... 19 mg. Rice bran extract 1 Gm, 
Vitamin Aativity meg. 30 mg. 


 ASSENGILL COMPANY 
Beistal, York 
City sen 
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Nonesisteingent 


| “Rapid, response in anemias 


Absorbed as well as ferrous 
oo Better gastric toleration than ferrous sulfate — 
‘e Lease constipating than ferrous sulfate 


LIVITAMIN 


e ...the preferred 
hematinic 


*Keith, J.H.: Utilization and Toxicity of Peptonized Iron and Ferrous 
Sulfate, Am. J. Clin. Nutrition 1:35 (Jan.-Feb., 1957). 


THE S. E. COMPANY rene «now Yrs Sn Fanci 
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| 
more than just vitamins A and D 


WW 


DESITIN 


ointment 


UY 


also provides 
unsaturated fatty acids as well as the vitamins A and D (of high grade 
Norwegian cod liver oil) —essential to skin health and integrity 


and ingredients that are emollient, lubricant, gently astringent, protective, 
and aid tissue repair (zinc oxide, talcum, petrolatum and lanolin) 


in a smooth creamy ointment so processed that one application of Desitin 
soothes, protects, and promotes healing for hours in... 


diaper rash 
wounds 
burns 
ulcers 


(decubitus, diabetic, varicose) 


intertrigo 


| Samples Please write... DESITIN CHEMICAL COMPANY 
812 Branch Avenue, Providence 4, R. |, 
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“4 
how does Mellaril differ from other potent tranquilizers? 
M | | | | 
effective tranquilizer 
provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, oS 
but is virtually free of such toxic effects as | a 
mi 
jaundice dis 
Parkinsonism 
par 
blood dyscrasia T the 


dermatitis 
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7 greater specificity of tranquilizing 
q action results in fewer side effects 
\ | 


\ 


Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action. 


@ the most striking aspect of thioridazine |MELLARIL] therapy is the poverty 

of side-effects.” 

4 =n conclusion it may be said that thioridazine is at least as effective in 

| relieving psychiatric illness as other drugs of its class. On a milligram for 

q milligram basis it has the same order of potency as chlorpromazine. In ) 
ts low incidence of side-effects and toxicity, it is superior to all other | 
tranquilizing drugs tested. For this reason it is well tolerated by patients, 
particularly those who are not hospitalized and who frequently discontinue | 


meir medication with other drugs because of dizziness, sleepiness, increased 
tension, or Parkinsonism.”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. 


SANDOZ 


MWinross-Wright, J.;: Newer phenothiazine drugs in treatment of nervous disorders, J.A.M.A, 170:1283, July 11, 1959. 
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The basic question is whether we are to 
discard the system that has brought us to 
our present level of health care, and prom- 
ises much higher levels for the future, 
in favor of a regulatory strait jacket that 
stifles initiative, bureaucratizes research, 
and promises nothing for the future. 


You 
Strait 


An editorial writer recently made the interesting suggestion 
that the pharmaceutical industry might have avoided much 
of the current public interest in its affairs if they had simply } 
restricted themselves to making aspirin tablets and rubbing J 
alcohol, competing only by debating which aspirin dissolves 
faster. e No one has seriously suggested a return to the 
“good old days” in therapeutics, but there are apparently§ 
some who would like to destroy the system that has pro-] 
duced for us the finest medical care in the history of the 
world. Whether they attack the freedom of the patient to 
choose his physician, the freedom of the physician in the 
practice of his profession, or the freedom of the pharma- 
ceutical industry is immaterial. e If the desideratum is simply 
maintenance of the status quo in health care, medicine 
might well have rested on its 19th century laurels and the 
pharmaceutical industry On aspi- producers’ preseripfon drags as a sevice 


medical profession. For additional information 


rin tablets and rubbing alcohol. 5, 
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Nico-Metrazol 


the safe ergogenic agent 


a‘ 


de 
%% 


Whenever non-specific fatigue indicates the need for safe cerebral stimulation, 
Nico-Metrazol deserves a therapeutic trial. The gentle activation of the central nervous 
system and the increased rate of cerebral blood flow effected by Metrazol®, combined 
with increased peripheral blood flow induced by nicotinic acid, provide a “physiologic 
spark-plug” for renewed mental and physical vitality. Fatigue and listlessness are 
frequently replaced by a resurgence of energy and alertness. Chronically apathetic 
geriatric patients often show significant improvement on Nico-Metrazol therapy. 


Outstanding Safety: Nico-Metrazol is markedly free of undesirable systemic action. 
It causes neither hypertension nor postural hypotension. Nico-Metrazol has no adverse 
effect on liver or bone marrow functions. The vasodilating action of nicotinic acid 
produces a transient flush and is accompanied by a feeling of warmth and stimulation. 


Dosage: Initially, 2 Nico-Metrazol Tablets, or 2 teaspoonfuls of Nico-Metrazol Elixir, three or four 
times daily. For maintenance, after optimal results have been achieved, dosage may be reduced to 
1 Nico-Metrazol Tablet or 1 teaspoonful of Nico-Metrazol Elixir three times daily. 


Supply: Nico-Metrazol Tablets and Elixir—100 mg. Metrazol and 50 mg. nicotinic acid in each 
tablet or teaspoonful. 


For information on Vita-Metrazol and Metrazol dosage forms, consult your current Physicians’ Desk Reference. 


KNOLL PHARMACEUTICAL COMPANY ~* oranGeE, NEW JERSEY 
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CONSISTENTLY GOOD 
CLINICAL RESULTS 
IN TRICHOMONAL 
AND MONILIAL VAGINITIS 


TRICOFURON IMPROVED (Suppositories and Powder) 
cured 143 of 161 patients with vaginitis due to 
Trichomonas vaginalis, Candida (Monilia) albicans, 

or both. “Almost immediate symptomatic 
improvement was noted with the first insufflation.” 
Criteria for cure: freedom from 
infecting organisms as well as symptoms on 
repeated examinations during a three-month follow-up 


This cure rate of 88.8% is “surprisingly similar” e 

to results reported by earlier investigators. 4 
Coolidge, C. W.; Glisson, C. S., and Smith, A. S.: a 
J.M.A. Georgia 48:167, 1959. a 

TRICOFURON” | 
IMPROVED 

2-step treatment brings swift relief, “a 


eradicates stubborn trichomonads, 
Candida (Monilia) albicans, 
Hemophilus vaginalis 


1. powoeRr for weekly insufflation in your office. 
MicoFurR®, brand of nifuroxime, 0.5% 
and Furoxone®, brand of furazolidone, 0.1% in 
an acidic water-dispersible base. 
2. suppositories for continued home use 
—Ist week one suppository in the morning 
and one on retiring. After Ist week, one 
suppository at night may suffice. 
Continue use of suppositories during menses. 
Treatment should be continued throughout a complete 
menstrual cycle and for several days thereafter. 
MicoFur 0.375% and FuROXxoNE 0.25% 
in a water-miscible base. 


Rx new box of 24 suppositories with applicator 
for more praciica! and economical therapy. 
Also available: 

‘Oo box of 12 suppositories with applicator. 


NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 


| 


a form of 
ARISTOCORT® 
Triamcinolone 
to fill any 
topical need 


now...for greater path? 


a smooth, creamy preparatic 
containing the highly actiy 
topical corticosteroid 
triamcinolone acetonid 


plus neomyé 

Aristocort Acetonide Cream 

TRIAMCINOLONE ACETONIDE 0.1% 

Tubes of 5 and 15 Gm. 

Aristocort Acetonide Ointment 4) The 

TRIAMCINOLONE ACETONIDE 0.1% Triamc; 

Tubes of 5 and 15 Gm. therape 

Especially desirable in thick lichenified chronic dermatoses requiring frictional appl than th 
in one-t 

Neo-Aristocort® Acetonide Eye-Ear Ointment plus me 

NEOMYCIN-TRIAMCINOLONE ACETONIDE 0.1% antimic 

Tubes of % oz. 

For inflammatory, allergic, infective eye and ear conditions 
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ide-Neomycin LEDERLE 


several factors indicate NEO-ARISTODERM Foam 
for topical treatment of dermatoses: 


(1) The Active Ingredients (2) The Vehicle (3) Patient Acceptance 
Triamcinol Acetonide — with NeEo-ARISTODERM Foam spreads readily Neo-ARISTODERM Foam is neat—not 
therapeutic efficacy equal to or greater without irritation or burning. It can be messy or sticky. Patients like the 

ial than that of topical hydrocortisone — applied to oozing, crusted, severely attractive push-button dispenser and 
in one-tenth the concentration; 1.2 inflamed and injured skin, or to the richness of the foam. This helps 
plus neomycin—a leading topical mucous membranes. There have been to assure faithful adherence to 
antimicrobial agent, no reactions of primary irritation or your instructions. 


allergic sensitization to date. 


Triamcinolone Acetonide 0.1%, Neomycin Sulfate 0.35% 15 cc. Push-button dispenser 


References: 1. Kanof, N. B., and Blau, S.: New York J. Med. 59:2184 (June 1) 1959. 
2. Smith, J. G., Jr.; Zawisza, R. J., and Blank, H.: A.M.A. Arch. Dermat. 78 648 (Nov.) 1958. 


(Geerie) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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rhinall > 
nose 
drops 
take a breather pardner 
Little cold sufferers take to 
Rhinall Nose Drops 
without a fuss! Pleasant, : 
fast-acting, easy to use... 
and so economical! 
s Relieves nasal congestion in 
colds 
sinusitis 


allergic rhinitis 

no burning or irritation 
no after reactions 

no risk of sensitization 


Contains: 
Phenylephrine Hydrochloride 0.15% 
‘Propadrine’ Hydrochloride 0.3% 
in an isotonic saline menstruum 


RHINOPTO 
COMPANY 
Dallas, Texas 
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When the iliness 
is nol acute 
and the diagnosis 
is noi obvious 


path ology : 
Jesued in 


SULFUR, COLLOMDA! 


DOSAGE: One, 


ae ‘those symptoms. du arganic 
: 


200008 


Hydrocortisone 


greater therapeutic effect - greater patient appeal CREAM 
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Se 
CONSISTENT RESPONSE 


gg 
cece IN SKIN INFECTIONS 


Be REGARDLESS OF VIRULENCE, RESISTANCE, CHRONICITY 


TRIBURON, THE DISTINCTIVE ANTIMICROBIAL, PREVAILS OVER 
PRIMARY AND SECONDARY INVADERS PROMPTLY, SAFELY, 
WITHOUT PRODUCING SIGNIFICANT BACTERIAL RESISTANCE. 
NOW AVAILABLE IN THREE FORMS: NEW TRIBURON HYDRO- 
CORTISONE CREAM FOR PRURITIC, INFLAMED, OOZING OR 
WEEPING INFECTIONS, TRIBURON OINTMENT FOR SKIN AND 
WOUND INFECTIONS, TRIBURON-HC OINTMENT TO COUNTER 
ITCHING AND INFLAMMATION AS WELL AS INFECTION. 
TRIBURON HAS AN IMPRESSIVE CLINICAL RECORD: 
e HIGHLY EFFECTIVE® DRAMATIC RESPONSES IN CHRONIC 
CONDITIONS a MICROBICIDAL EVEN AGAINST RESISTANT 
STRAINS OF STAPH. AND STREP., INCLUDING FOUR STRAINS 
OF STAPH. PHAGE GROUP 80/31@ VIRTUALLY NONSENSITIZ- 
ING AND NONIRRITATING he STAINLESS, ODORLESS, HIGHLY 
ACCEPTABLE. 
EFFECTIVE THERAPY FOR IMPETIGO, FOLLICULITIS, FURUN- 
CULOSIS, ECTHYMA, ECZEMA, ACNE, ATOPIC DERMATITIS, 
Be NEURODERMATITIS, CONTACT DERMATITIS, STASIS ULCERS, 
ae HYDRADENITIS, SEBORRHEIC DERMATITIS, INFECTIOUS ECZEMA- 
© TOUS DERMATITIS, WOUNDS, LACERATIONS AND BURNS. 
9 TRIBURON HYDROCORTISONE CREAM (0.1% TRIBURON CHLORIDE 
PLUS 1.0% HYDROCORTISONE IN A VANISHING-CREAM BASE) 5-GM 
AND 15-GM TUBES. TRIBURON-HC OINTMENT (0.1% TRIBURON CHLO- 
RIDE PLUS 0.5% HYDROCORTISONE IN A WATER-SOLUBLE BASE) 
5-GM AND 20-GM TUBES. TRIBURON OINTMENT (0.1% TRIBURON CHLO- 
RIDE IN A WATER-SOLUBLE BASE) 1-OZ TUBES AND 1-LB JARS. 
TOPICAL MICROBICIDE - NOT AN ANTIBIOTIC - NOT A NITROFURAN 


SELECTED BIBLIOGRAPHY: 1. R. J. SCHNITZER, E. GRUNBERG, W. F. DELORENZO AND R. E. BAGDON, 

ANTIBIOTICS & CHEMOTHER., 9:267, 1859. 2. R. C. V. ROBINSON, ANN. NEW YORK ACAD. SC., 82:(ART. 1), 

144, 1959. 3. E. EDELSON, E. GRUNBERG, A. D. CALABRESE AND T. V. MORTON, IBID., P. 124. 4. P. L. WILLIAMS, 
1B1D., P.135. 5. F. T. BECKER AND J. L. TUURA, IBID., P. 131. 6. S. M. BLUEFARB, IBID., P. 119. 


TRIBURON® CHLORIDE — N,N’'- BIS (1 - METHYL - 3 -(2,2,6-TRIMETHYLCYCLOHEX YL) PROPYL] - N,N'- DIMETHYL -1,6-HEX- 
ANEDIAMINE BIS (METHOCHLORIDE) 


os ROCHE LABORATORIES + DIVISION OF HOFFMANN-LA ROCHE INC + NUTLEY 10, N. J. 
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Diagnostic 


Quandaries 
Colitis? Gall Bladder Disease? 


Chronic Appendicitis? 


Rheumatoid Arthritis? 


DISEASE that is frequently 

& overlooked in solving diag- 
nostic quandaries is amebiasis. 

Its symptoms are varied and 
contradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.' 


Another study found 96% of a group 
of 150 patients with rheumatoid arthritis 
were infected by E. histolytica. In 15 of 
these subjects, nine stool specimens were 
required to establish the diagnosis.’ 


Webster discovered amebic infection in 
147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gall bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.’ 


Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 


Regional Enteritis? 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubin indicates path- 
ologically significant amebic infection. 


Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin* 


TABLETS 
specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 


Write for descriptive literature, bibli- 
ography, and dosage schedules. 
1. Cook, J.E., Briggs, G.W., and Hindley, F.W.: Chronic Ame- 


biasis and the Need for a Diagnostic Profile, Am. Pract. and Dig. 
of Treat. 6:1821 (Dec., 1955). 


2. Rinehart, R.E., and Marcus, H.: Incidence of Amebiasis in 
Healthy Individuals, Clinic Patients and Those with Rheumatoid 
Arthritis, Northwest Med., 54:708 (July, 1955). 


3. Webster, B.H.: Amebiasis, a Disease of Multiple Manifesta- 
tions, Am. Pract. and Dig. of Treat. 9:897 (June, 1958). 


*U.S. Pat. No. 2,864,745 


THE S.£. COMPANY 


BRISTOL, TENNESSEE 
NEW YORK ° KANSAS CITY . SAN FRANCISCO 
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Beating 
too fast? | 
Slow it 
down with 


) y FRep ASI L Serpasil has proved effective as a heart-slowing agent in the 


(reserpine ciwa) following conditions: mitral disease; myocardial infarction; 
cardiac arrhythmias; neurocirculatory asthenia; thyroid toxicosis; excitement and effort 
syndromes; cardiac neurosis; congestive failure. Serpasil should be used with caution ir 


patients receiving digitalis and quinidine. It is not indicated in cases of aortic insufficiency. 
SPPLIED: Tablets, 0.1 mg., 0.25 mg. (scored) and 1 mg. (scored). Complete information available on request. 


SUMMIT- NEW JERSEY 
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tinnitus 
and vertigo 


| circulatory disturbances 
| of the inner | 

| 

| 
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a li di brand of nylidrin - 
hydrochloride N.N.D. 


effective in twice as many patients 


| In patients with disturbances of the inner ear— impaired 
hearing, tinnitus or vertigo — Arlidin produced remission 
of their chief complaint in over 50% of cases. Rubin and 
Anderson state ‘“‘we were very much encouraged, inasmuch as 
no other vasodilator that we have used has ever achieved 
more than a 25 per cent response.”’ 


“significant hearing improvement” 
E was obtained in 32 of the 75 patients studied. 


rationale: The note that idipairrhent in 
disturbance in balance, and tinnitus involving the inner ear “‘may _ 
S be explained on the basis of labyrinthine artery insufficiency” 
a due to spasm or obstruction of the vessels. Arlidin was found to be 
“superior to all other vasodilating measures” in increasing 
blood flow through these vessels and in anlage spasm. 


3 Arlidin is available in 6 mg. scored tablets, and 5 meg, per cc. 
of parenteral solution. See PDR for dosage and packaging. 


Protected by U. S. Patent Numbers: 2,661,372 and 2,661,373 
1. Rubin, W., and Anderson, J. R.: Angiology 9:256, 1958. 


U.S. Vitamin & pharmaceutical corporation 
Arlington-Funk Labs., division * 250 East 43rd Street, New York 17, N. Y. 
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...“‘superior to all other 
__vasodilating measures in its 
effect on the labyrinthine arteries.” 


...@fficacious where other 
‘vasodilators failed 
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in overweight 


brand of dextro amphetamine and amobarbital 


SPANSULE’ 


brand of sustained release capsules 


for the patient who is tense, 
irritable, frustrated by inability 
to stick to diet 


..and for the patient who is listless, 
lethargic, depressed by reducing regimens: 


® DEXEDRINE® SPANSULE® 


brand of dextro amphetamine brand of sustained release capsules 
sulfate 
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CLINICAL REMISSION 
ARTHRITIC 


in rheumatoid arthritis with diabetes mellitus. A 54-year-old diabetic 
with a four-year history of arthritis was started on Decapron, 0.75 mg./ 
day, to control severe symptoms. After a year of therapy with 0.5 to 
1.5 mg. daily doses of Decapron, she has had no side effects and dia- 
petes has not been exacerbated. She is in clinical remission.* 

New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 


DECADRON allows for b.i.d. maintenance dosage in many patients with so-called “chronic” condi- 
tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule, 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., inc. 


*from a clinical investigator’s report to Merck Sharp & Dohme, 


Dexamethasone 


TREATS MORE PATIENTS MORE EFFECTIVELY 


MERCK SHARP & DOHME - Division of Merck & Co., INC, West Point, Pa.{ 
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For restoring 
and stabilizing 

the intestinal 
flora 


LACTINEX 


Mixed culture of Lactobacillus acidophilus and bulgaricus with metabolic enzymes naturally produced, 


TABLETS & GRANULE 


For gastrointestinal disturbance 
diarrhea (antibiotic induced and others}, 
fever blisters and canker sores of herpe 
origin. 
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Usual dosage for adults and chil¢ 
Four tablets or one packet of granules che 


and swallowed four times a day. 


Supplied: Tablets in bottles of fifty—Granules in 
boxes of twelve one gram packets. 


(1) Siver, Robert H.: Current Medical Digest, Vol. XXI, No. 9, S¢ 
ber 1954. (2) McGivney, John: Texas State Journal of Medicine, Vol. 
No. 1, January 1955. (3) Frykman, Howard M.: Minnesota i 
Vol. 38, No. 1, January 1955. (4) Weekes, D. J.: N. Y. State Joi 
Medicine, Vol. 58, No. 16, August 1958. 


HYNSON, WESTCOTT & DUNNING, INC 
Baltimore, Md. 4 
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Total Adrenalectomy for Advanced 
Carcinoma of the Breast: With a Report of 


Twenty-Five Additional Cases* 


WILLARD H. PARSONS, M.D., STUART G. BLACKSHEAR, M.D., 
and SAE SOON LEE, M.D.,t Vicksburg, Miss. 


Adrenalectomy as a means of palliation very frequently provides comfort for the woman having 
extensive metastatic disease from cancer of the breast. As yet there are no established 


criteria which aid in the selection of cases permitting a predictable outcome. 


Since 1951, when the operation was first pro- 
posed, sufficient experimental and clinical 
data have accumulated to indicate that adren- 
alectomy is justified as a palliative measure in 
the management of metastatic carcinoma of 
the breast. The rationale of the procedure is 
the well-established fact that the growth of 
certain cancers arising from the mammary 
epithelium is dependent on certain hormones. 


The purpose of this communication is to 
discuss the indications for adrenalectomy, with 
particular reference to the selection of cases 
for it; to outline preoperative and postopera- 
tive management; and to put on record 25 
personally managed patients with advanced 
cancer of the breast in whom this method was 
used. 


Selection of Cases 


At the present the chief difficulty in the use 
of adrenalectomy in advanced mammary carci- 
noma is that there is no satisfactory means of 
determining in which cases it should be used. 
In some instances the improvement after oper- 
ation is not only definite but also dramatic. 
In other, apparently parallel, cases there is no 
response at all. This is a radical operation 


*Read before the Section on Surgery, Southern Medical Asso- 
ag ima Annual Meeting, Atlanta, Ga., November 


+From the Vicksburg Clinic, Vicksburg, Miss. 


It is still a matter of the individual surgeon's choice. 


which cannot be performed routinely. It is 
therefore a serious matter that the selection of 
patients who will respond favorably to total 
ablation of the adrenal glands is still an un- 
solved problem. About the only generalization 
possible at present is that adrenalectomy 
should be reserved for patients with advanced, 
hopeless disease. 


A number of experienced surgeons have 
laid down various criteria for the selection of 
patients for the operation, but an extensive 
survey of the literature shows that these cri- 
teria cannot be accepted as valid: Surgeons of 
equal experience hold diametrically opposite 
views. The most striking aspect of such a sur- 
vey, in fact, is the total disagreement of equal- 
ly eminent authorities concerning the basis on 
which patients should be selected for the oper- 
ation, as the following examples show. It 
might be added that few observers have col- 
lected enough personal clinical material to en- 
able them to speak statistically with any 
authority. 

Age. In the experience of Taylor and his 
associates,! which is based on 58 cases, the 
adrenalectomy-responsive tumor was most 
often found in the group of patients from 40 
to 50 years of age. On the other hand, Galante 
and McCorkle,? Cade,? and Randall and his 
collaborators‘ do not consider that extremes of 
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age offer any contraindication to the opera- 
tion, and their results support their point of 
view. 

Unquestionably, the patient’s physiologic 
age rather than her chronologic age must be 
taken into consideration in the selection of 
cases. The 25 patients in our group ranged in 
age from 24 to 71 years, and we have had good 
results at both extremes of life. I doubt that 
we would ever refuse the operation, other 
things being equal, merely because a woman 
was a certain age. 

Histopathology of the Primary Tumor. Hug- 
gins and Dao,> who have probably had the 
widest experience in this field, believe that 
tumors which will be responsive to adrenalec- 
tomy can be identified histologically. In their 
experience the growths most likely to respond 
to the operation are the microscopic spheroids 
(adenocarcinomas), in which the lumina of the 
malignant acini have linings only one cell 
in thickness. Twenty-eight of their 38 patients 
who were improved by adrenalectomy had 
tumors of this type. Their patients with duct 
cell cancer were seldom benefited by the oper- 
ation, and improvement never occurred when 
the growth was undifferentiated. Galante and 
McCorkle? agree with Huggins that well- 
differentiated cancer offers a good prognosis 
after adrenalectomy and justifies the pro- 
cedure. 

Cade,* on the contrary, has had successes 
and failures with tumors of all histologic types 
and, naturally, he does not consider the cellu- 
lar pattern of the tumor a sound criterion for 
the selection of cases. Clark and White,® 
Raven,’ and Strode and Burgess® also do not 
consider that it is possible to predict with any 
certainty, from the cellular pattern of the 
growth, which lesions will be benefited by 
adrenalectomy. Our experience duplicates 
theirs. 

Hormone-Sensitivity Tests. Emerson and 
Jessiman,® in 1956, devised a sex hormone sen- 
sitivity test, based on the urinary excretion of 
calcium, to indicate which patients with osse- 
ous metastases from mammary cancer might 
benefit from adrenalectomy. The metastases 
were considered to be hormone-dependent if, 
after a 3 day course of stilbestrol, the urinary 
calcium excretion rose or symptoms became 
aggravated. If, on the other hand, the urinary 
excretion of calcium was sharply curtailed 
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after a 14 day course of cortisone, the cancer 
was considered to be dependent on adrenal 
hormones, and adrenalectomy was considered 
to be indicated. According to the literature 
this test does not seem to have been used by 
other observers. 


Randall and his associates,* as well as other 
observers, have found that beneficial results 
from the administration of testosterone or cor- 
tisone point to probable improvement after 
adrenalectomy. 


Response to Castration. Theoretically, 
women in the premenopausal years who have 
obtained transient remissions of mammary 
cancer after oophorectomy but who have sub- 
sequently experienced recurrence of the dis- 
ease would seem to be suitable candidates for 
adrenalectomy. This is a reasonable theory; 
after the ovaries, which are the primary source 
of estrogens, are removed, the adrenals con- 
tinue to furnish them in significant amounts, 
and the favorable response to partial depriva- 
tion suggests that total deprivation will give 
still better results. Clinical experience, includ- 
ing our own, supports the theory. 


Technic 


Although adrenalectomy can be performed 
under spinal anesthesia, endotracheal anes- 
thesia was used in all our personal cases and 
we consider it more desirable. 

The adrenal glands are removed through 
flank incisions, after resection of the eleventh 
or the twelfth rib. Removal of the gland on 
the right is technically more hazardous be- 
cause of the proximity of the gland on this 
side to the vena cava. 

It is imperative that the gland be removed 
in toto. Great care should be taken to include 
only the adventitia in the grasp of the forceps. 
If the gland itself is grasped, it will inevitably 
be damaged and require piecemeal removal, 
which is likely to be incomplete. When this 
happens the results cannot be satisfactory. 

If oophorectomy and adrenalectomy are to 
be done in a single stage, the ovaries are re- 
moved through a short, low, midline incision 
before adrenalectomy is done. If stage surgery 
is preferred, removal of the ovaries and the 
gland on the right is done at the first opera- 
tion, and the gland on the left is removed 7 to 
10 days later. Early in our experience we used 
stage surgery in 3 cases, all in older women, 
but we found no advantages in this plan, and 
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in the other cases in our series we removed the 
ovaries and the adrenals at the same opera- 
tion. 


Whether oophorectomy is performed as a 
single or a combined operation, thorough ex- 
ploration of the abdomen should, of course, be 
carried out, with particular attention to the 
liver and the aortic lymph nodes. 


Preoperative and Postoperative Management 


The patient with advanced mammary carci- 
noma for whom bilateral adrenalectomy is 
proposed requires a thorough preoperative 
evaluation. She also requires not only the 
usual preoperative preparation but also spe- 
cial replacement therapy, to prevent shock due 
to sudden ablation of the adrenal function. 
With this precaution it is practically always 
possible to avoid postoperative adrenal insuf- 
ficiency. If hypotension develops after opera- 
tion, vasopressor therapy is sometimes neces- 
sary to restore the blood pressure to a satisfac- 
tory level but, as a rule, the intravenous injec- 
tion of 100 mg. of hydrocortisone is sufficient. 

Overhydration and consequent pulmonary 
edema are unlikely to develop if the fluid in- 
take is limited on the day of operation and in 
the immediate postoperative period. In the 
absence of severe hemorrhage, transfusion of 
500 ml. of blood during operation is usually 
all that is necessary. 


The dosage of cortisone depends upon the 
preparation used. If cortisone acetate is em- 
ployed, it must be begun the day before oper- 
ation, since it is absorbed only slowly by the 
intramuscular route. A dosage of 200 mg. daily 
is usually adequate. This is gradually dimin- 
ished until, by the fifth or sixth postoperative 
day, a maintenance dosage of 50 mg. has been 
achieved. Oral administration is substituted 
for intramuscular administration on the sec- 
ond postoperative day. 

If hydrocortisone sodium succinate, which is 
absorbed rapidly by the intramuscular route, 
is used, it need not be begun until just before 
operation. 

If desoxycorticosterone is used it is begun 
immediately before operation. This prepara- 
tion is particularly valuable in cases of ortho- 
static hypotension, as well as in patients whose 
sense of well being is not maintained by corti- 
sone, to which most adrenalectomized patients 
respond adequately. 
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The subjective state of the patient is the 
most sensitive criterion of the adequacy of the 
maintenance dose of cortisone. If replacement 
is insufficient, weakness, anorexia, and a loss 
of the sense of well being develop rapidly. As 
a rule, patients tolerate mild stress fairly well 
with the standard maintenance dose of corti- 
sone (25 mg. twice daily), and additional salt, 
either on the food or in tablet form, when in- 
dicated. Larger doses of cortisone are required 
in the presence of severe infection, after trau- 
ma, or when surgery is necessary. The intra- 
venous route should be used in acute crisis. 


Results 


The results of adrenalectomy should be 
evaluated on the basis of palliation only, since 
it is not a curative procedure. The objective 
criteria are three-fold, the regression of tumor 
masses, the recalcification of osteolytic lesions, 
and the disappearance of pulmonary lesions 
and pleural and peritoneal fluid. Relief of 
pain, without medication, usually occurs with- 
in 48 hours. Roentgenograms at appropriate 
intervals should show healing of fractures. 
Finally, the patient should be able to resume 
a relatively normal life. 

The results reported in the literature are 
presumably based upon essentially the same 
criteria (Table 1). 

Between October 1952 and September 1959 
we have performed adrenalectomy on 25 pa- 
tients who had far advanced hopeless breast 
cancer. Their ages, as already noted, ranged 


TABLE 1 


RESULTS OF ADRENALECTOMY IN 956 COLLECTED 
AND 25 PERSONAL CASES OF ADVANCED 
MAMMARY CARCINOMA 


Post- 
Date of Number operative Remis- 


Source Report of Cases Deaths sions 
Strode and Burgess*® 1954 11 1 3 
Delarue” 1955 $2 5 13 
Huggins and Dao* 1955 100 5 41 
Rabwin, et al.“ 1956 10 3 
Raven? 1956 44 8 18 
Clark and White® 1956 36 1 15 
Taylor, et al.* 1956 58 8 16 
Eckert, et al.” 1956 30 6 9 
Bowers, et al.” 1957 ll 2 
Bartels and Fager 4 1957 10 4 
Cade® 1957 136 8 54 
Galante, et al.?2.5 1957 79 5 29 
Douglas 1957 45 8 20 
Hellstrom and Franksson™ 1958 124 3 67 
Pyrah'* 1958 75 8 39 
Randall, et al.4 1959 155 7 34 
Parsons, et al. 1959 25 1 10 
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from 24 to 71 years. All had far advanced dis- 
ease. All were emaciated. All had fluid in the 
chest and abdomen. All had extensive bony 
metastases. All were suffering intolerable pain, 
and most of them were morphine addicts. All 
were bedridden. All had failed to obtain re- 
lief from any other form of therapy. All faced 
an undeniably hopeless prognosis, and in most 
cases the end did not seem far off. 


Judged absolutely, the results in these cases 
are not very good. Judged in the light of the 
patients’ status before operation, the results in 
the cases in which there was a response to 
adrenalectomy are almost brilliant. 


There was one postoperative death, 12 
hours after operation. The patient might be 
said just to have faded away. More scientific- 
ally, the cause of death was probably surgical 
shock in a chronically ill patient with a highly 
lethal disease. 

Five of the 24 survivors were operated on 
too recently to warrant any statement concern- 
ing results. In the remaining 19 patients, the 
mean survival time in 9 patients in whom no 
response was secured was 4.9 months, as com- 
pared with a mean survival time of 17.8 
months in 6 patients who responded to opera- 
tion but who eventually succumbed to their 
disease. It is highly significant that in this 
group, relief of pain was secured, and normal 
existence was possible until shortly before 
death. 

The 4 patients still alive, 3 months, 8 
months, 10 months, and 19 months after oper- 
ation, are also free from pain and are living 
practically normal lives. There could be no 
better way to summarize the results obtained 
in these cases and in the 6 patients in whom 
remissions were also secured for varying 
periods before they died than to quote Lord 
Moynihan’s compassionate remark, that relief 
from pain is often quite as important as rescue 
from impending death. From that standpoint, 
there can be no doubt of the value of adren- 
alectomy in advanced mammary cancer. 


Summary 


Since adrenalectomy was first proposed for 
advanced mammary cancer, there has been a 


SOUTHERN MEDICAL JOURNAL 


AUGUST 1960 


considerable, and generally favorable, experi 
ence with it. The point at issue at this time is 
not the justification for the operation, which 
is established in selected cases, but the criteria 
by which the cases should be selected. A survey 
of the literature indicates that surgeons of 
equal experience hold diametrically opposite 
points of view. 


Results in a representative series of cases are 
tabulated, and 25 personally treated cases are 
reported. 

Addendum: Since this paper was read, 3 
additional patients have been subjected to 
adrenalectomy for advanced carcinoma of the 
breast. At present, it is too soon after opera- 
tion for evaluation of the results of this pro- 
cedure. 
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Management of Inflammatory 


Breast Cancer’ 


BENJAMIN F. BYRD, JR., M.D., and SAM E. STEPHENSON, JR., M.D..,t 


Nashville, Tenn. 


The entity of inflammatory breast cancer is fortunately rare but offers some interesting thoughts 
on tumor-host interactions. The results of treatment by no means approach the success 
which is achieved in instances of carcinoma of the breast in general. 


THE SPECIAL PROBLEM presented by the patient 
with inflammatory breast cancer was first 
pointed out by Lee in 1922.1 The problem at 
that time was poorly understood as to its path- 
ogenesis and treatment. Thirty-seven years 
later the genesis is considerably clearer, but 
the most satisfactory method of treatment is 
still debated by those authors who have stud- 
ied the problem at length.?* 

Such divergent opinions are shown in two 
conflicting editorials published in Surgery, 
Gynecology and Obstetrics5 One author 
makes a strong plea that surgeons not deny 
the patient the faint chance of help offered by 
surgery, and the other is categorically opposed 
to any form of surgical therapy. 

It seems wise, before going into a discussion 
of our particular series of patients, to clarify 
what is meant by “inflammatory” carcinoma 
of the breast. This lesion must be differenti- 
ated from carcinoma of the breast with in- 
volvement of the skin and accompanying ery- 
thema, inflammation, or tendency to ulcerate. 
Inflammatory carcinoma does not commonly 
ulcerate early. The comparative differences in 
survival rate in ulcerated lesions and in in- 
flammatory carcinoma are striking. In a re- 
view of the 5 year survival rate of patients 
with ulcerated lesions treated by simple 
mastectomy, 20.4% were alive at 5 years.® This 
is infinitely better than the results with the 
so-called “inflammatory” carcinoma. 

True inflammatory carcinoma is stated to 
represent approximately 2% of all breast 


_ *Read before the Section on Surgery, Southern Medical Asso- 
ciation, Fifty-Third Annual Meeting, Atlanta, Ga., November 
16-19, 1959. 

+From the Department of Surgery, Vanderbilt University 
gs Sa Medicine, and Vanderbilt University Hospital, Nash- 
ville, Tenn. 


cancers. It is characterized by rapid growth, 
the overlying skin becoming edematous, red 
to purplish in color, dimpled, brawny and 
having elevated edges “after the fashion of 
erysipelas.”? The skin is hot to the touch and 
angry in appearance. Local metastases to 
axillary and supraclavicular nodes appear 
early. A definite mass may or may not be 
palpable. The lesion is typically an expand- 
ing lesion and not a contracting one. One 
characteristic which was present in 7 of our 
19 patients was the previous presence of a 
mass in the breast which at some time under- 
went a change and developed an overlying 
inflammatory appearance. 

Our series of patients with inflammatory 
carcinoma of the breast is small but relates to 
all patients seen with carcinoma of the breast 
at the Vanderbilt University Hospital from 
1925 to 1959,8 together with those from two 
other series of patients elsewhere in the City 
of Nashville. The over-all series studied com- 
prised 1,140 cases of breast cancer in which 
were the 19 patients who, on close re-evalua- 
tion of histories, photographs, and microscopic 
studies, fell into the inflammatory group. This 
represents an incidence of 1.7% of all breast 
cancers which closely approximates the 2% in- 
cidence found by others. 


Treatment and Prognosis 


These 19 patients can be divided into three 
groups. Eight patients had radical mastectomy 
as therapy for their carcinoma (Table 1). The 
mean age of this group was 52.6 years (40 to 
81 years). The mean duration of symptoms of 
inflammation was 3 months and the mean 
postoperative survival was 15 months (2 to 31 
months). Two of these patients are still alive 
20 and 24 months postoperatively. The aver- 
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TABLE 1 
TREATED BY RADICAL MASTECTOMY 


Age Metastases X-ray 
40 + 
40 + + 
42 + 
81 + + 
59 + a 
63 + + 
56 + ++ 
40 + ++ 


Previous Symptoms (mos.) Survival (mos.) 


3 (48) 2 
6 (6) 9 
1 8 
5 12 
2 13 
31 
1 24 
4 20 


age total duration of disease was 18 months. 
The longest survival of any patient in this 
series treated by radical mastectomy was 33 
months following the development of symp- 
toms. Each of the 8 patients had axillary 
metastases at the time they were first seen, and 
6 of the 8 patients had postoperative radiation 
therapy. Thus the 5 year survival rate in this 
group is 0% compared with a 5 year survival 
of 40.1% in the remainder of the total group 
studied having breast cancer and who had 
axillary metastases at the time of operation.® 


Four patients had simple mastectomy as 
treatment for this lesion. Again all had axil- 
lary nodes and 3 of the 4 patients received 
postoperative radiation therapy. The average 
age of this group was somewhat younger, 37 
years (21 to 48 years). The mean duration of 
symptoms was 3.5 months, mean survival 9.1 
months and a mean duration of disease of 14 
months (Table 2). It is apparent that these 
patients did not respond as well as did the 
patients treated by radical mastectomy, but in 
most cases the lesions were clinically much 
further advanced. It is of interest that one of 
these patients was treated initially by a trans- 
abdominal bilateral oophorectomy and adren- 
alectomy, and after three months by a simple 
mastectomy. This patient noted no subjective 
improvement following the bilateral adrena- 
lectomy and there was no gross change in the 
appearance of the lesion. Three months later, 
after a simple mastectomy was performed, 


there was subjective improvement which last- 
ed for about 6 months before the patient’s 
condition began to deteriorate. 

The third group consists of 7 patients who 
received no definitive surgical intervention. 
Biopsy was carried out in some cases. Six of 
these 7 patients received radiation therapy. 
The average age of the patients was 56 years 
(37 to 83 years), the mean duration of symp- 
toms 6.6 months, and the mean survival after 
diagnosis was 6.4 months. The average total 
duration of disease in this group was 13 
months (4 to 32 months) (Table 3). 


Discussion 


Certain common denominators become ap- 
parent from a study of this small group of 19 
patients. All patients had axillary nodes at the 
time they were first seen. Despite the type of 
treatment rendered, no patient lived 5 years 
after the development of the syndrome of in- 
flammatory carcinoma of the breast. It is of 
significant interest to us that 7 of the 19 pa- 
tients gave a history of a breast tumor preced- 
ing the development of the skin changes. This 
period of time varied from the longest period 
of 17 years in one patient to the shortest 
period of 6 months in another. It is of interest 
that only one of the 19 patients reviewed had 
fever and tachycardia suggestive of an infec- 
tious process or symptoms of generalized toxic 
reaction. 


These observations are interesting in the 


TABLE 2 
TREATED BY SIMPLE MASTECTOMY 
Age Metastases X-ray Previous Symptoms (mos.) Survival (mos.) 
21 + + 5 (11) 13 
36 + + 3 (17 yrs.) 6 
42 + + 3 8 
48° + 3 15 


*Patient treated first by bilateral adrenalectomy 


» 


re 


© ©6400 = 


ny 


< ( 
Vv 
= 
ne 
ex 
to 
ty 
ti 
ec 
5. br 
T 
f 
h 
al 
i 
V 
f 
\ 
\ 
rey 


SH 


VOLUME 53 MANAGEMENT OF INFLAMMATORY BREAST CANCER—Byrd and Stephenson 947 
TABLE 3 
NO SURGICAL TREATMENT 
Age Metastases X-ray Previous Symptoms (mos.) Survival (mos.) 


37 
50 
61 
62 
83 
45 
56 


++4+4+4+44 


7 (72) 4 
7 (24) 19 
2 2 
4 3 
24 8 
1 5 
1 (18) 4 


light of work recently reported by Grace and 
Dao.* They demonstrated a “hypersensitive” 
reaction in patients with inflammatory carci- 
noma of the breast occurring in response to 
extracts of their own tumor. They have failed 
to produce this change in controls of two 
types. The controls consisted of a group of pa- 
tients with breast cancer. The controls demon- 
strated no inflammatory change on being test- 
ed against extracts of their own tumor or on 
being tested by an extract of an inflammatory 
carcinoma of the breast from another patient. 
The conclusion from this work seems straight- 
forward. The disease called inflammatory car- 
cinoma of the breast is a manifestation of 
host-tumor relationship resembling an antigen- 
antibody type reaction. 

We have recently been interested in an at- 
tempt to evaluate the sinus histiocyte reaction 
in axillary nodes taken from patients with 
breast cancer. In a portion of the series from 
Vanderbilt University Hospital not as yet pub- 
lished, correlation was noted between the pres- 
ence of a marked response of sinus histiocyte 
and increased longevity. All of the nodes 
available for microscopic evaluation in this 
group were subjected to study for sinus histi- 
ocyte reaction. No evidence of such response 
could be found. This adds further support to 
the implication of the host-tumor relationship. 

Though larger series of inflammatory carci- 
noma of the breast have been reported and 
occasional 5 year survivals have occurred, it is 
our impression in reviewing 30 years of exper- 
ience that there is no satisfactory treatment 
for this disease at the present time. 


Summary 


A review of a 30 year experience with in- 
flammatory carcinoma of the breast is pre- 
sented. It seems safe to state that at the present 
time there is no preferential treatment for the 
lesion, based on our results and the results of 


others. We do not have a 5 year survivor fol- 
lowing the development of the symptoms of 
this syndrome. Others have reported 5 year 
survivors but these are rare. It seems justifi- 
able to point out once again that some of these 
patients had lesions which existed prior to the 
inflammatory reaction. These lesions were 
probably curable. Once the reaction has set in, 
extensive surgery does not seem to offer an 
improved survival. 


The only satisfactory solution to this diffi- 
culty at the present time appears to be in a 
better understanding of the host-tumor rela- 
tionship and through treatment undertaken in 
an effort to interfere with, or to change the 
hypersensitivity reaction shown by these 
patients. 


References 


1. Lee, B., Jr.: Inflammatory Carcinoma of Breast: Unusual 
Recent Result following X-Radiation, Ann. Surg. 75:117, 


1925. 

2. ew od C., Dockerty, M. D., and Herrington, S. W.: 
Inflam ay Seeeoems of the Breast, Surg. Gynec & 
Obst. 87: 17, 1 


8. Dao, T. L., a McCarthy, J. D.: Treatment of Inflam- 
matory Carcinoma of the Breast, Surg. Gynec. & Obst. 
105:289, 1957. 

4. Treves, N.: The Inoperability of Inflammatory Carcinoma 
of the Breast, Surg. Gynec. & Obst. 109:240, 1959. 

. Fitts, W. T., Jr.: Inflammatory Carcinoma of the Breast, 
Surg. Gynec. 107:95, 


6. Stephenson, S. E., Jr., and Byrd, , Jr.: The Treat- 
ment of Neoplasms of Med. Times 
85:841, 1957. 

7. tee, B. Je = Tannenbaum, N. E.: Inflammatory 
eee of the Breast, Surg. Gynec. & Obst. 39:580, 


8. Byrd, B. C., Stephenson, S. E., Jr., and 
Nelson, I. The Effect on Survival of Certain Variables 
in Breast Surg. 149:807, 1959. 

9. Grace, J. T., and Dao, T. L.: Etiology of Inflammatory 
Relations in Breast Cancer, Surg. Forum. 9:611, 1959. 


Discussion (Abstract) 


Dr. Julian K. Quattlebaum, Jr., Savannah, Ga. It is 
indeed a pleasure to have the privilege of discussing 
the informative paper which you have just heard. One 
must admire and be impressed by the tremendous 
amount of work which has gone into the analysis of 
this large series of cases of breast cancer represented 
in this and other papers by Dr. Byrd and his co- 
workers. Certainly nowhere else in this country and 
perhaps nowhere except possibly Scandinavia will we 
find such a complete follow-up of medical cases of any 
sort. Dr. Byrd and his group are certainly to be con- 
gratulated. 
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With regard to the problem of inflammatory breast 
carcinoma, it is easy to see that a person in private 
practice could never hope to accumulate sufficient 
cases of breast carcinoma to offer any discussion of 
inflammatory carcinoma based on personal experience. 
However, I might accomplish something worthwhile 
by emphasizing a point made by Dr. Byrd that the 
term inflammatory carcinoma is at best a poorly under- 
stood one and one which is interpreted differently by 
different surgeons. I recently polled a group of Board 
Certified general surgeons in private practice on their 
approach to inflammatory carcinoma of the breast, 
asking first for their definition of the entity and sub- 
sequently for their therapy and their results. Without 
boring you by tabulating individual answers, I will say 
that it immediately became apparent that the term in- 
flammatory carcinoma, when used by the practicing 
general surgeon, certainly does not confine itself to the 
rapidly growing, rapidly spreading, and rapidly fatal, 
erysipeloid neoplasm as classically defined. In fact, the 
average general surgeon will include any breast cancer 
in which there are associated signs of inflammation. 
While this more liberal classification of inflammatory 
carcinoma in general contains the more malignant and 
more advanced forms of breast cancer, it will also con- 
tain the small group of tumors in which there is hem- 
orrhage with or without associated infection, or which 
grow into and cause rupture of breast cysts with extra- 
vasation of cyst contents into the surrounding breast, 
with associated inflammatory reaction. It is conceivable 
also that breast abscess and carcinoma of relatively low 
grade malignancy can coexist simultaneously in un- 
related fashion in the same breast. This latter group 
of tumors will occur often enough that almost any 
active general surgeon will be able to tell you of one 
or two cases he has had. Since this is true and since 
clinically there is no way of being sure in advance of 
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the precise mechanism by which the inflammatory ap- 
pearance overlying or surrounding a breast tumor has 
arisen in the individual case, it is my belief that this 
group of neoplasms should be treated by radical mas- 
tectomy unless of course there is evidence of distant 
metastasis. Postoperative x-ray therapy is given with 
inner quadrant lesions or when the axillary nodes are 
positive. I am sure I will always belong in the camp of 
those who would offer the “faint ray of hope provided 
by surgery” if there is any question that the lesion is 
incurable, for radical mastectomy is a procedure well 
tolerated by even the very infirm, provided it is car- 
ried out by a qualified surgeon aided by a qualified 
anesthetist in a location where transfusion is readily 
available. In the case of true inflammatory carcinoma 
of the breast, by strict definition, the tumor which re- 
sembles erysipelas of the chest wall in so many ways, I 
would share the general pessimism regarding therapy 
of anv sort, although it should be noted from the fig- 
ures just presented that the more radical the surgical 
therapy employed, the longer was the average survival 
time. 

Even so, I am reminded of a patient I saw recently, 
who is one of the 1,140 in Dr. Byrd’s series, having had 
left radical mastectomy 18 years ago. She came with 
cancer of the opposite breast, and I did a radical mas- 
tectomy finding 18 of 19 axillary nodes involved. A 
few weeks later x-ray therapy was started. After re- 
ceiving four treatments she reported to me very ill 
with the whole chest wall red, hot and tender, with a 
sharp border to the process. I thought for a moment 
that I was seeing a clinical case of true inflammatory 
carcinoma of the breast, until I realized that she actu- 
ally had erysipelas of the chest wall. 

I think Dr. Byrd’s slide “Keep Smiling,” which he 
has not shown you today, is still apropos. I enjoyed 
the presentation very much. 
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Clinical Observations on Conjunctival 
Capillaries with Special Reference to 
Sickle Cell Disease (Preliminary Report) 


WALTER J. GEERAETS, M.D., and DuPONT GUERRY III, M.D.,t 


Richmond, Va. 


The conjunctiva offers an excellent area for the study of small blood vessels and physiologic 
variations. Therefore these capillaries lend themselves to the study of disturbed 
physiology in sickle cell disease and effects of treatment. 


THE CONJUNCTIVA is an excellent tissue for 
studying both the histology and function of 
capillaries. Although the thickness of this 
structure may sometimes give rise to diffi- 
culties in obtaining a clear, sharp view, and 
the fixation of the living human eye, at least 
for a long period of time, may be something 
of a problem, no other part of the human 
body lends itself so well to the study of the 
peripheral circulation. 


Anatomic and Physiologic Considerations 


Before discussing abnormal capillary find- 
ings, the normal anatomy, physiology and 
physiologic pathology of the conjunctival 
vessels should be reviewed. 

The network of conjunctival capillaries re- 
ceives its blood from the lacrimal and nasal 
artery, the episcleral vessels and the anterior 
ciliary vessels. The bulbar vessels can be 
divided into a deep episcleral and a super- 
ficial vascular system. Between these two 
layers are numerous anastomoses. The visi- 
bility of the episcleral vessels depends greatly 
on the transparency of the superficial con- 
junctival layer. From the fornix toward the 
limbus, there are three zones. In the peripher- 
al zone a continuous blood stream in both 
directions is to be found. In the intermediate 
zone the direction of blood flow may be 
changed by slight changes in pressure, while 
the limbal zone shows afferent and efferent 
vessels as does the peripheral zone. The 
superficial vessels represent arterioles and 
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precapillaries. They are generally small and 
their number varies greatly. There are two or 
three times as many veins as arteries. The 
wall of the tiny capillaries is formed by a 
single endothelial layer of polygonal cells. 
These loosely connected cells are, in addition, 
supported by Rouget cells, and Knuesel and 
von Willer! have been able to demonstrate 
these cells by vital staining. These Rouget 
cells are important since they represent the 
contractile element of the capillary wall. The 
flow of blood in the capillaries is constant, 
and no pulsation is to be seen normally. 
Another normal finding is that not all 
capillaries contain blood at all times. 

The development of tiny anastomosing 
loops on the corneal limbal arc, which are 
formed by the superficial plexus, is of interest. 
These branches, which pass into small 
venules, drain into the venous plexus. The 
loops may appear white or red, depending on 
the particular functional state. An even finer 
network in this limbal area which may in- 
crease corneal nutrition has been described by 
Rollin.? 

The so-called aqueous veins are character- 
ized by the presence of clear fluid devoid of 
blood cells and by their origin close to the 
limbus. It is still a moot question as to 
whether or not the absence of blood cells in 
these vessels is caused only by their narrow 
lumen which does not permit the passage of 
cells. 

For the reason that the direction of the 
blood stream in the conjunctival vessels may 
change, a differentiation between arteries and 
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veins must of necessity be made by their 
color. Under normal conditions the blood 
circulation can be observed in these vessels as 
a homogeneous suspension, but may show 
interruption of the blood column with seg- 
mented appearance in the small capillaries. 
This picture should not be confused with 
changes which are referred to as “sludged 
blood.” While the former are physiologic, 
due to the narrow lumen of small capillaries, 
sludged blood is caused, by abnormal circum- 
stances which may be of dietetic, metabolic or 
other origin. Such sludging is of considerable 
importance in the development of throm- 
boses, but does not itself represent true 
thrombosis. Typically sludged blood is char- 
acterized by a slowing of the current speed 
with a partially reversible occlusion of vessels 
by circulating blood aggregates. The normal 
homogeneous blood column is interrupted by 
the separation of plasma and the clumping 
of blood corpuscles, which gives rise to a 
granular appearance. In many instances this 
“coagulation” is in direct proportion to the 
sedimentation rate.§ 

The mechanism by which these blood 
changes lead to, or result in development of 
thromboses is chiefly by an increased blood 
viscosity, decreased speed of blood flow, along 
with periodic occlusion of arterioles and in- 
travascular sedimentation. These factors, 
together with abnormal clotting mechansims, 
result in the formation of true thrombi. 
There are several theories which attempt 
to explain intravascular agglutination. Knise- 
ly* described a precipitate which coats the 
red blood cells, thus causing them to stick 
together. Hirschboeck and Woo? believe that 
the sludge is due entirely to the rate of blood 
flow. 

It is of importance to separate those cases 
in which only single vessels or localized areas 
may show sludging but not in all the vessels. 
Sedimentation rate may be a valuable help 
here. In many cases of anxiety and person- 
ality disorders, a localized sludge may be 
found, but the sedimentation rate will not be 
elevated. While on the other hand, sludging 
can be expected in practically all cases with 
an elevated sedimentation rate above 30 mm. 
Besides such intravascular blood changes of 
different origins, there may be changes which 
occur in the vessel walls. Bajardi> reported 
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his observations in cases of diabetes, nephritis, 
arteriosclerosis, syphilis and gout, and Zeller® 
described distention and tortuosity of con- 
junctival capillaries in arteriosclerosis. Also 
aneurysms were found in cases of hyper- 
tension, although only when accompanied by 
renal insufficiency.2, One can find small sub- 
conjunctival extravasations which result from 
diapedesis, i.e., blood cells passing the intact 
vessel wall. In cases where the hemorrhages 
are due to occlusion or pressure, the bleeding 
is generally more pronounced. Ruedeman? 
reported observations in cases of hyper- 
thyroidism in which he described increased 
tortuosity and varicosities. He also described 
aneurysmal dilatations in endarteritis and in 
senile arteriosclerosis and hypertension. 


Sickle Cell Disease 


This study deals with capillary changes of 
the conjunctiva, especially in patients with 
sickle cell disease in whom capillary changes 
of the retina had been found and were de- 
scribed by Lieb, Geeraets and Guerry.® 

This hemolytic disorder is characterized by 
an intracorpuscular disturbance in the red 
cells which causes them to assume a peculiar 
sickle shape under low oxygen tension. It 
occurs only in the negro race. In the hetero- 
zygous condition the gene is carried asymp- 
tomatically while in the homozygous condi- 
tion true sickling occurs. Hemoglobin in 
sickle cell disease has a characteristic electro- 
phoretic pattern and sickle cell disease, sickle 
cell trait, and hemoglobin-C disease can be 
distinguished by electrophoretic studies. 
There are different combinations of hemo- 
globin types which are possible: S-S, or the 
true sickle cell disease; S-A, so-called sickle 
cell trait with the percentage of hemo- 
globin-S below 45%; A-C or hemoglobin-C 
trait which does not show sickling of the 
erythrocytes, but up to 85% of target cells, 
and which is clinically asymptomatic; C-S or 
hemoglobin-C disease which is similar to 
sickle cell disease hemolytically but which 
gives rise to much less severe clinical mani- 
festations than the true sickle cell disease. 
Other types of hemoglobin which have been 
described are: D, found in Caucasians, and 
hemoglobin-G, which has only recently been 
described. 

Besides the different electrophoretic pattern 
of the various hemoglobin types, hemo- 
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globin-C has a much higher solubility than 
normal hemoglobin-A. The solubility of 
S-hemoglobin is lower than in the normal 
hemoglobin, but becomes similar to A in the 
oxygenated state. 

Sickling results when oxygen tension is low 
but normal configuration returns upon re- 
oxygenation. According to Ingram,® substi- 
tution of one molecule of valine for one 
molecule of glutamic acid occurs in hemo- 
globin-S, while in hemoglobin-C this molecule 
is replaced by lysine. Since the electrical 
charge of the three molecules is different, the 
different electrophoretic pattern of normal 
hemoglobin-A, hemoglobin-S and hemoglobin- 
C is easily explained. 

Wintrobe” has explained sickling as being 
due to an alteration of the erythrocyte mem- 
brane by bending of the parallel alignment 
of the amino acids in the globin moiety. This 
can be demonstrated in vitro by excluding 
oxygen from the erythrocytes for a period of 
24 hours. Only in crisis are the sickle-shaped 
cells found in routine smears of peripheral 
blood. The most common laboratory find- 
ings in sickle cell disease are as follows: a 
hemoglobin between 6 and 9 Gm., in crisis 
decreased to 2.0 Gm.; erythrocytes around 2.5 
million per cu. mm.; reticulocytes, 5 to 25%, 
with higher values after a crisis. The lifetime 
of the red cells is reduced, but after trans- 
fusion into a normal human they may be 
found up to a period of 21 days. On the 
other hand, the resistance of the erythrocytes 
to hypotonic saline solution is higher than in 
normal patients. Usually the number of white 
blood cells is increased to between 10,000 and 
25,000 per cu. mm. The platelet count is 
often increased, ranging between 300,000 and 
500,000 per cu. mm. The indirect serum 
bilirubin is elevated due to increased cell 
destruction. 


Only the observations on small conjunctival 
capillaries will be discussed here, since other 
eye changes have already been discussed fully 
in previous communications. Due to the 
distorted and elongated cells and to the high 
viscosity of sickling blood, stasis may occur in 
small capillaries, particularly at merging 
points. As a rule, this type of red cell 
clumping does not represent thrombosis but 
it may represent a state of prethrombosis. In 
organs where blood flow is slowed and the 
oxygen tension is low, stasis becomes more 
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pronounced. This accounts for the frequent 
infarctions in spleen, liver and lymph nodes. 
As long as stagnation is present in the small 
capillaries, the result is similar to thrombosis, 
since nutrition and transportation of waste 
products are delayed. The tissue thus be- 
comes ischemic and perhaps necrotic. Stasis 
may also be the main factor in the develop- 
ment of hemolysis, as shown experimentally 
by Ham and Castle." 


Present Studies 


These studies were carried out on 50 pa- 
tients who had been treated previously at the 
Medical College of Virginia Hospital for 
sickle cell disease. In 32 patients of 38 with 
electrophoretic findings of S-S hemoglobin, 
capillary changes were found. In 5 patients 
with hemoglobin S-A changes were noted in 
one, and in 7 patients with hemoglobin-C 
disease changes were found in 4. The ob- 
served changes were of two kinds. First, the 
blood column was of granular appearance 
with wide plasma spaces between the cor- 
puscular elements. This was present not 
only in the small but also in larger con- 
junctival vessels. Some of the tiny capillaries 
(at times a large number) were partly dilated 
with completely stagnated blood. This 
stagnation was seen to occur in from | to 2 
mm. and to 5 mm., and the same vessel may 
be occluded in such a fashion for several 
weeks, but may then reopen without leaving 
any semblance of a thrombosis. The most fre- 
quent site of capillary changes is the lower 
temporal quadrant of the bulbar conjunctiva 
and lower cul-de-sac. This clumping may 
break up with the local application of heat 
and the blood flow then may begin again. A 
similar effect may also follow administration 
of oxygen as observed in two instances. 

The effect of administering systemic car- 
bonic anhydrase inhibitors, as suggested by 
Hilkowitz!? proved interesting. He reasoned 
that since clumping is caused by the sickle- 
shaped cells and the sickling, in turn, is due to 
a lack of oxygen, a decrease in reduced hemo- 
globin should reverse the sickling process. 
Since carboanhydrase inhibitors delay the for- 
mation of H,COs, they cause the absence of a 
H-+ to reduce hemoglobin. In this way a mild 
acidosis occurs by interfering with the bicar- 
bonate mechanism. But with the inhibition of 
carboanhydrase, the CO, tension decreases and 
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the dissociation of O, from hemoglobin is thus 
retarded. 

As Hilkowitz has pointed out, there is a 
definite drop in the percentage of sickle cells 
following administration of acetazolamide. 
The optimal dose was thought to be 7 mg. 
kg. body weight, which resulted in a two peak 
level after 1 and 5 hours respectively; 50% 
of the drug was excreted after a period of 6 
hours. 


Observation of conjunctival capillaries 
under 40 to 125 times magnification revealed 
the intravascular changes described above. In 
several cases carboanhydrase inhibitors were 
administered in the above mentioned dosage. 
Conjunctival areas presenting vascular 
changes were observed thereafter over a 
period of 6 hours. It was found that in 7 
patients the conjunctival capillaries reopened 
and normal blood flow returned. In 4 pa- 
tients the effect was questionable; and in one 
patient, intravascular stasis and clumping 
seemed to increase. No effect was noted in 
the remaining patients. Changes were seen 
approximately 2 to 3 hours after the medi- 
cation was given. 

Although normal circulation returned in 
this small number of patients, it seemed that 
in certain areas some dilatation of the 
vascular wall persisted. Those changes ap- 
peared strictly circumscribed and resembled 
small aneurysms. It may well be that these 
changes can be related to changes in the 
elastic elements of the vessel wall such as 
those reported previously by Geeraets and 
Guerry!-!4 as occurring in sickle cell disease. 
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Further studies including photographic com- 
parison and vital staining of conjunctival 
vessels are in progress. 


Summary 


Clinically observable vascular changes in 
the conjunctiva have been described with 
special reference to sickle cell disease. The 
behavior of the intracapillary blood column 
and changes of the vessel wall as a diagnostic 
sign of systemic conditions have been de- 
scribed. Observations were made on con- 
junctival capillaries under magnification of 
40 to 125 times. The effect of carboanhydrase 
inhibitors on intravascular sickling was 
studied in vivo. 
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Anusitis* 


GLENN G. PERRY, M.D., High Point, N. C. 


The author urges the use of the term anusitis for a syndrome often miscalled by more common 
terms. He describes well the clinical picture, the causes and outlines the best : 


management for this distressing condition. 


Introduction 


ANUuSITIS, as the name implies, is defined as 
inflammation of the anus. I have named it 
this because it is an anatomic entity and it 
seems logical that this nomenclature is far 
superior to the previous terminology of crypti- 
tis, papillitis and pruritus ani which do not 
include the anus itself. Pruritus ani is a 
symptom and not a diagnosis but it is ac- 
cepted as such.! It is incumbent on the proc- 
tologist to correct the inaccurate use of this 
term. Anusitis, however, is a diagnosis and 
covers the entire anus whether with or with- 
out cryptitis and papillitis. If the condition 
spreads to the perianal skin it is called anusi- 
tis with perianal dermatitis. This paper is 
limited to the so-called idiopathic anal and 
perianal inflammatory conditions. 


Review of Literature 


We find as early as 1865 that Ashton? 
states that congestion of the mucous mem- 
brane and other portions of the alimentary 
canal is by far the most frequent cause of 
irritation and itching. Tuttle,? 1899, states 
that pruritus ani is healed by local therapy 
and surgery is not indicated. Nesselrod* says 
that surgical removal of anal crypts is done 
for pruritus but the results may be disap- 
pointing. Holly> points out the relationship 
between anorectal and colonic conditions. 
Bacon and Hardwick® have called attention 
to the chemically irritating action of strong 
alkaline rectal contents on the perianal skin. 
Tucker and Hellwig’ as well as others em- 
phasize that fecal contamination is an im- 
portant factor in perianal dermatitis. Skatol 
and indol as well as stool suspensions have 
been tested in the axilla for contact irritation 
and similar irritation was produced in the 
axillary skin. 


*Read before the Section on Proctology, Southern Medical 
Association, Fifty-Third Annal Meeting, Atlanta, Ga., No- 
vember 16-19, 1959. 
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Embryology 


To properly understand this condition, it 
is best to briefly review the embryologic for- 
mation of the anus. At approximately the 
eighth week of embryologic development, ec- 
todermal tissue, called the proctodeum, in- 
vaginates and unites with the rectum to pro- 
duce a continuity of the canal. The anal plate 
ruptures and the remnants of this produces 
the papillae. Immediately above the anorectal 
line the mucous membrane of the rectum 
develops into folds known as the columns of 
Morgagni. Between these adjacent columns, 
at the level of the anorectal line, are stretched 
thin folds of anal skin known as the semi- 
lunar valves, which represent the remains of 
the anal plate. Behind these valves the mucous 
membrane dips downward, lining pockets 
called the crypts of Morgagni. The blind 
apices of these crypts are pointed caudad, 
while the orifices are open cephalad. In front, 
they are bounded by the semilunar valves; 
behind, by the rectal mucous membrane, and 
laterally, on each side, by-the lower edge of 
the columns of Morgagni.§ This area from 
the superficial external sphincter to the 
mucocutaneous junction is covered with skin 
and is called the anus. Any inflammation of 
the area is anusitis. Thus, papillitis and 
cryptitis are a part of anusitis. 


Case Study 


A normal stool is slightly acid, neutral, or 
slightly alkaline in reaction. The normal pH 
of the skin is 4 to 7 with most of the skin 
4 to 5.5 in reaction.!° The normal pH of the 
rectal mucosa is 8 in reaction. With this 
normal picture in mind we go to the ab- 
normal. The more frequent the bowel evacua- 
tion and the softer or more liquid the stool, 
the higher the pH of the feces. Granet!? has 
shown that the pH of the feces of patients 
with anal and perianal irritation is 8 to 10. 
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To further these clinical findings, I con- 
sidered the records of the last 2,000 patients 
who came to my office and grouped them 
into cases with anusitis and cases without 
anusitis (Table 1). There were 1,084 patients 
with anusitis. Of these, 6 instances were 
proven as fungal infection (probably super- 
imposed on a pre-existing anusitis). Seven 
hundred and seventy-five had anusitis and/or 
anusitis with perianal dermatitis. Two hun- 
dred and forty-four had anusitis with a fis- 
sure, 43 with a fistula, and 16 with a fissure 
and fistula. Of the 916 remaining cases, 78 
had a fissure, 64 a fistula, and 19 fistula and 
fissure. This shows that approximately 24% 
of cases of anusitis developed a fissure in 
ano. In cases without anusitis there were only 
10% with a fissure showing definite associa- 
tion of anusitis and fissure formation. There 
were 48 children in this group ranging from 
2 weeks to 10 years of age of which 32 had 
anusitis. Nine of these had a fissure, 3 had a 
fistula, 16 did not have anusitis. The above 
results show that the percentage of fissures 
in adults and children with anusitis is ap- 
proximately the same. 


Symptoms 

According to the dermatologists, pain in 
the skin is evidenced by varied symptoms 
dependent upon the severity. Mild pain is 
manifested by symptoms of a prickling or 
crawling sensation, moderate pain by burn- 
ing, while severe pain is indicated by itching. 
All three symptoms can be present or only 
one. In all the above patients with anusitis, 
a constant history was obtained of easy bowel 


TABLE 1 


Conditions Associated with Anusitis in 1,084 Patients 
Number of Patients 


Fungus infection 6 
Anusitis with or without perianal dermatitis 775 
Anal fissure 244 
Anal fistula 43 
Anal fissure-fistula 16 

Total 1,084 


Percentage of patients with fissure in ano 23.9 


Conditions in 916 Patients without Anusitis 


Anal fissure 78 
Anal fistula 64 
Anal fissure-fistula 19 
No symptom 755 

Total 916 


Percentage of patients with fissure in ano 10.6 
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evacuation, often 3 to 4 bowel movements a 
day. The extensive use of toilet tissue was 
necessary with many even bathing externally 
each time after a bowel movement. Many 
complained of constantly soiling their un- 
derwear each day. All had strongly alkaline 
stools. 


This type of feces will not usually adhere 
to the rectal mucosa because of the secretion 
of mucus, but when it comes in contact with 
the anal skin it becomes adherent. On wiping, 
only the outside of the anal canal is cleansed 
(or smeared), leaving part of the stool in the 
inner part of the anal canal. The pH rises 
to 8 to 10 on a skin with a normal pH of 5 
to 5.5. This high alkalinity produces a chemi- 
cal dermatitis; thus, symptoms of urgency, a 
crawling sensation, burning and at times se- 
vere itching may be produced. The severity 
of the symptoms above depends on the extent 
of the anal and perianal irritation. All of my 
patients had pain on passing a firm stool, 
frequently associated with bleeding. The 
papillae when present become irritated and 
enlarged, thus adding to the urgency and dis- 
comfort in the anus. Many of the above 
symptoms began following a history of the 
administration of antibiotics to the patient. 
The integument and musculature of the anal 
canal will adjust to the stool and conse- 
quently, the patients having stools of a small 
circumference frequently develop a slight to 
moderate stricture. This tightness adds to 
their misery and discomfort. 


Treatment 


Various types of therapy have been used 
since each physician has advocated his special 
remedy. In the acute cases of anusitis which 
follow severe gastroenteritis with diarrhea, a 
local anesthetic agent may help to relieve the 
acute symptoms. When the gastroenteritis 
ceases the coexisting anusitis spontaneously 
heals. For patients with severe perianal der- 
matitis, hot sitz baths 4 or 5 times a day 
with the use of a 1% cortisone ointment aids 
in bringing them under control. When sur- 
gical conditions are present with anusitis such 
as: fissure in ano, fistula in ano, large pa- 
pillae, anal stenosis or “surgical” hemorrhoids, 
these must be corrected. Detailed advice in 
regard to cleanliness of the anal canal after 
the patient has healed following operation 
is essential. During operation the anal skin 


“aber 
{ 
= 
ou 
F 
e 
d 
te 
1 
n 
tl 
ds 
a 
3 
SE 
fe 
| sy 
ul 
tw 
th 
co 
: 
ste 
th 
4 
ab 
OV 
sh 


used 
ecial 
hich 
Da, a 
> the 
eritis 
ously 
der- 
day 
aids 
sur- 
such 
e pa- 
10ids, 
ce in 
after 
‘ation 
skin 


VOLUME 53 


must be handled carefully since it has a 
tendency to tear easily. 

In my cases of anusitis without complica- 
tions none had surgical treatment. In the 
early part of this study, the subacute and 
chronic cases were treated locally with unde- 
cylenic acid ointment with moderate results 
and many recurrences. Then, 1% cortisone 
ointment was used which gave slightly better 
results, but upon stopping the above oint- 
ments there was a recurrence of symptoms. 
An acid ash diet was used in 50 cases but 
none of the patients continued the diet after 
their symptoms abated. There were frequent 
recurrences; hence, the diet was not consid- 
ered practical. 


Patients with more than one bowel move- 
ment per day frequently develop an urgency 
due to the generalized anal irritation. Such 
patients should be taught to have only one 
evacuation per day, if possible, by not yield- 
ing to the desire to defecate. One of the most 
important factors in the treatment of anusitis 
depends upon the physician. He must explain 
to the patients the cause of the condition and 
instruct them carefully in regard to cleanli- 
ness. After defecation the patient should 
cleanse the perianal skin with paper. After 
this he should spend about one minute more 
with a thorough cleansing of the anal canal. 
This is best done by bathing externally with 
a wet cloth, using neutral soap or a deter- 
gent. The area will become slick from the 
soap and water; a finger should then be in- 
serted into the anal canal to cleanse it. The 
outside should then be rinsed off and dried. 

In the patients who do not empty the 
bowel at the time of the first evacuation, the 
fecal contents will seep into the anus. These 
patients should use an eight ounce rectal 
syringe and warm water to irrigate the rectum 
until empty. The above aids in eliminating 
two or three defacations and seepage. With 
the above type of therapy, a patient must 
continue this cleanliness immediately follow- 
ing evacuation as long as there are adherent 
stools. This type of cleansing has produced 
the most satisfactory results. 

The course in 80 patients placed on the 
above regimen of cleanliness was followed 
over the past 6 months. Of these only 3 
showed no improvement. Two of these had 
a rectal fixation and did not respond to any 
form of treatment. The third patient had a 
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superimposed fungal infection. All of the re- 
maining 77 patients were markedly improved 
or symptom-free. 


Summary 


Anusitis is a definite clinical diagnosis as- 
sociated with soft, adherent, alkaline stools. 

To show the prevalence of this condition, 
2,000 consecutive cases were reviewed of which 
1,084 presented anusitis. In 23.9% of these 
cases there was a fissure as compared to only 
10.6% of fissures in patients without anusitis. 
Three hundred and nine patients with 
anusitis were operated upon because of sur- 
gical conditions. In 775 cases treatment was 
local. 


The most satisfactory treatment of anusitis 
at the present time is a thorough internal 
and external cleaning of the anus imme- 
diately following a bowel movement. 
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Discussion (Abstract) 


Dr. Claude G. Mentzer, Miami, Fla. Thank you, 
Dr. Perry, for adding to our medical vocabulary the 
descriptive term “Anusitis.” This term, when under- 
stood and accepted, will save many words of descrip- 
tion and will serve as a disease entity, of which 
pruritus ani is one of its chief symptoms. 

According to Dr. Perry, anusitis may be caused by 
either bacterial or chemical action. In this connection 
I would like to ask several questions as to the mode 
of action of the chemical irritants. 

1. Do the chemical irritants react as they do be- 
cause of a high pH of the feces? 


2. Is the pH in a diarrheal condition high because 
the contents of the small intestine which are alkaline, 
do not have time to be neutralized in their rapid 
descent to the anus? 


60 
in- i 
ne 
re 
on 
ith 
ng, 
ed 
the 
ses 
mi- 
se- 
rity 
my 
ool, 
The 
and a 
dis- 
ove 
the 
ent. 
anal 
mse- 
nall 
t to 
; to 


956 SOUTHERN MEDICAL JOURNAL 


3. Is the irritation in this diarrheal condition due 
to increased pH or to the passage of unchanged pro- 
tein splitting enzymes? 

4. Is the irritation following antibiotic therapy 

due to increased monilial content of the stool, or do 
the Monilia, by their irritating action on the bowel 
wall, produce increased peristalsis, thereby bringing 
to the anus a highly alkaline residue rich in proteolytic 
enzymes? 
The work of Arthur and Shelley, of the University 
of Pennsylvania, may give some light on this last 
question. They showed that proteolytic enzymes in- 
troduced in the skin act as a specific stimuli for 
itching. Of the intestinal protein splitting enzymes, 
they found papain, trypsin, and pancreatin to be 
active proteases. 


No matter whether the anusitis is caused by feces 
having a high pH or by proteolytic enzymes or by 
Monilia, it would seem reasonable to employ measures 
to prevent these irritating substances from coming in 
contact with the perianal skin, or to remove them 
immediately after defecation. 


The average patient is too impatient to carry out 
meticulously detailed instructions. After a little im- 
provement it becomes too bothersome to continue the 
prescribed therapy, and itching returns. Because of 
this, like Dr. Perry, I have discontinued the acid-ash 
diet, the lactic acid irrigation of the rectum, and the 
elaborate elimination diets to determine what al- 
lergens the patient may be sensitive to. 

My regimen falls somewhere between very little 
surgery, as recommended by Dr. Perry, and the advo- 
cate of surgery as a panacea for the cure of pruritus 
ani. When patients have failed to respond to the 
usual hygienic approach to therapy (which will be 
mentioned below), and when the itching is still severe 
enough, I may advise some form of undercutting 
operation. However, all patients are instructed to 
follow the same hygienic measures, no matter what 
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type of anal surgery is performed or whether opera- 
tion is not performed: namely, to keep the anal area 
clean, dry and powdered, twice daily, until the age 
of 85 years. In other words, to make it a habit. 

When itching is severe, whether operation is to be 
done or not, the following routine is given to all 
patients: After the morning elimination and at bed 
time, whether the bowels move or not, carry out the 
following instructions: 


1. Wash out the rectum with warm water, using a 
six ounce rectal syringe. 

2. Wash the perianum with Dial soap, using mois- 
tened toilet tissue, and then thoroughly rinse off all 
soap. 

3. Dry gently by blotting. 

4. Dust on Caldesene powder. 

5. Insert the corner of a thin, two inch square of 
cotton into the grasp of the anal sphincter. 

This method of treatment is effective for most pa- 
tients, and it is something the patients do for them- 
selves. I do not advocate cleaning out the canal with 
the finger. This procedure would be offensive to many 
patients and may give rise to erotic habits in others. 

If patients give a history of increased itching during 
and after elimination, I have them rub in a protec- 
tive coating of vaseline or a cod-liver-oil-zinc oxide 
ointment immediately before elimination. This is 
washed off after elimination and the above hygienic 
measures followed. 


There are many other approaches to the treatment 
of this distressing symptom of anusitis, but the treat- 
ment described above is adequate for most patients. 
This treatment can be routine. Other forms of treat- 
ment may be individualized. 

Again, thank you, Dr. Perry, for asking me to dis- 
cuss your valuable contribution toward alleviating a 
distressing condition and for giving us the descriptive 
term “Anusitis.” 
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Ivalon Sponge: 


THE USE OF THE SURGICAL IVALON SPONGE for 
arthroplastic surgery was first demonstrated 
at an exhibit at the American Academy of 
Orthopaedic Surgery in 1954 by Cobey.! He? 
described it originally at a meeting of the 
International College of Surgeons in 1955. A 
more detailed description was given in 1957.3 


Ivalon sponge* as described up to this time 
was used in its natural state as supplied by 
the commercial houses. This sponge con- 
tained large interstices. It was placed in the 
joints, cut and shaped to fit the joint in such 
a way as to fill the entire joint, covering the 
opposing articular surfaces and acting as a 
spongy mass obliterating the joint space. In 
the knee joint it covered the articular sur- 
faces of the tibia and femur and the under- 
neath surface of the patella, thereby com- 
pletely covering the opposing articular sur- 
faces with the plastic sponge-like membrane. 
From thorough and repeated animal experi- 
mentation and its later use in the human, it 
was found that the application Ivalon sponge 
could be used in any joint, provided there 
was sufficient cartilage over the bone ends or 
the presence of portions of synovial mem- 
branes so sufficient to produce synovial fluid 
which would keep the sponge soft and pliable. 


The sponge has the added advantage over 
other types of sheet plastics which have been 
used to date, that it is not necessary to suture 
it into place. Rather, the sponge remains in 
place because of the growth of fibrous tissue 
from the surrounding edges of the joint into 
the interstices of the sponge. This obviates 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Fifty-Third Annual 
Meeting, Atlanta, Ga., November 16-19, 1959. 


+From the Department of Orthopedic Surgery, Georgetown 
University School of Medicine, Washington, D. C. 


*Motion picture of the Ivalon sponge is available upon re- 
quest to the author. 


Arthroplasties Using Compressed 


MILTON C. COBEY, M.D., and ALAN R. CRAIN, M.D.,t Washington, D. C. 


The authors report on further studies of the use of Ivalon sponge in arthroplasties. The use of 
compressed sponge has advantages over the uncompressed sponge used in former applications. 


the necessity of suturing the sponge into place 
or applying any type of staples or fixation to 
the sponge. A cast or other type of immobili- 
zation is applied for a period of ten days to 
three weeks to allow the fibrous invasion and 
fixation of the sponge into its proper place. 
The sponge in its natural state is fluffy, soft, 
and tends to hold the joint surfaces apart. 

The Ivalon sponge as prepared by the man- 
ufacturer and delivered to us was used in its 
cleansed and natural state in some 42 joints. 
These included small joints, as the interpha- 
langeal joints of the fingers, and large joints 
as the knee, the hip, the shoulder and the 
ankle. It was a most satisfactory interposing 
membrane. The patients rapidly regained 
motion, and in the case of the hip joint mo- 
tion was restored much more quickly with the 
sponge than with the vitallium cup. These 
patients suffered from a variety of diseases, 
most of them had rheumatoid arthritis; the 
second most common condition was osteo- 
arthritis; and the third post-traumatic osteo- 
arthritis. 

Because of the amount of material required 
in a joint to hold the surfaces apart, a large 
sponge was used measuring from a half to an 
inch and a half in thickness. This is a lot of 
foreign material to put into a joint, and ex- 
cessive synovial reaction resulted at times pro- 
ducing a boggy joint. This increase in syno- 
vial response was not necessarily associated 
with the disease but seemed to be related 
to the amount of activity of the joint. It has 
already been recorded that in one knee joint, 
because of rather marked activity of the 
patient, the sponge was worn completely 
through and the patient requested that the 
Ivalon sponge be replaced. 

Adapting the principles used in cardiac 
surgery, it was found that the Ivalon sponge, 
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which autoclaved in its wet state, could be 
compressed to any desired thickness depend- 
ing on the pressure applied to it while being 
autoclaved. Thus, if autoclaved in a metal 
pan with another metal pan placed on it, the 
thickness of the sponge after autoclaving will 
depend upon the weight of the pan. It can be 
compressed to a thickness of an eighth or even 
a sixteenth of an inch. It was found that 
fibrous tissue would invade the interstices of 
this compressed sponge as well as the sponge 
in its natural state (Fig. 1). 

When it was determined that fibrous tissue 
invasion would be as rapid and even hold the 
sponge more firmly in place if the Ivalon was 
compressed, studies were made as to its tensile 
strength. The Ivalon sponge in such a moist 
compressed state is rubbery, very tough, ex- 
tremely difficult to tear, and withstands pres- 
sure without erosion over a long period of 
time. The tensile strength of a piece of com- 
pressed Ivalon, one inch wide and three inches 
long, is eleven pounds for twenty seconds 
before it begins to tear. This is four times 
stronger than the sponge in a natural state. 
This rubbery surface does not fragment with 
motion or irritation of the surface by pressure 
as did the natural vinyl Ivalon. After animal 
experimentation showed that the tissues tol- 
erated and accepted the compressed sponge 
similar to the previous studies with the nat- 
ural sponge, its application in the human 
was planned (Fig. 2). 

The preparation for the operation is the 
same as for the use of Ivalon sponge pre- 


Advancing fibrous tissue of the interstices of the compressed 
Ivalon sponge. 


Minimal foreign body cell reaction. 


viously reported. It is necessary to be certain 
that it is thoroughly cleansed of all foreign 
particles, as recommended by the manufac- 
turer. During the autoclaving the Ivalon 
sponge is placed between two sheets of metal 
and clamped together with small thumb- 
screw clamps, obtainable from any intrave- 
nous set, and the desired thickness deter- 
mined before it is put into the autoclave. The 
wet sponge is easily compressed to the desired 
thickness. After autoclaving the sponge main- 
tains this thickness without further compres- 
sion and is trimmed to the desired shape for 
the joint. The joint may be any from a meta- 
carpal-phalangeal joint to a knee joint. The 
sponge is cut to cover the articular surfaces 
of the joint and to hold them completely 
apart. Curling at the edges from excess 
sponge should be avoided because the inva- 
sion by tissue of the interstices will not be 
as quick or as accurate as when the sponge 
is well fitted (Fig. 3). 

To date, compressed Ivalon sponge has 
been placed in nine joints during the past two 
years. The results have been extremely suc- 
cessful. 

For example, one case involved the car- 
pometacarpal joints of the thumb of both 
hands in a man 62 years of age who was em- 
ployed as a stevedore for the Railway Ex- 
press. It was necessary for him to lift boxes, 
large and small, throughout the day, which 
he had been doing for over 30 years. This 
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ARTHROPLASTIES USING COMPRESSED IVALON SPONGE—Cobey and Crain 


FIG. 3 


Compressed Ivalon sponge. 


man had developed a very severe traumatic 
osteoarthritis of the carpometacarpal joint, 
bilaterally, with much proliferation of bone 
and loss of articular cartilage, which incapaci- 
tated him for the job. Compressed sponge was 
placed in the joints of both thumbs and were 
immobilized in a cast for two and a half 
weeks. Six weeks after the operation the pa- 
tient returned to his usual occupation and 
has worked for more than a year. 


Two knee joints, one osteoarthritic and 


the other rheumatoid, tolerated the sponge 
very well. The patients in both instances are 
walking, and the sponge is holding up well 
for periods now of 9 months and 7 months 
respectively. In one knee joint, operated upon 
following an old chronic pyoarthrosis of the 
joint, there developed a postoperative infec- 
tion and the sponge had to be removed. Two 
other knee joints, operated upon because of 
rheumatoid arthritis, are now four months 
postoperative. In one of these a small sinus 
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developed following the operation, believed 
to be due to not using a cast postoperatively. 
The drainage ceased when a cast was applied 
for a two week period; the patient has done 
well since then and has tolerated the new joint 
well. Finally, compressed sponge has been 
used in the ankle and the knee joint for trau- 
matic osteoarthritic changes following old 
fractures. These have done well also. 


The need to replace a partial sponge in 
the knee with a complete sponge permitted 
a biopsy of compressed Ivalon sponge. This 
joint had been treated for the changes of 


osteoarthritis nine months previously. The. 


pathologic changes in a human subject, as seen 
under microscope, were the following: “Speci- 
men submitted consists of an irregular piece 
of mottled yellowish-grey firm tissue measur- 
ing 3 cm. in its greatest dimension. A portion 
of this specimen appears to be cartilage. Also 
submitted is an irregular piece of fatty tissue 
measuring 1.2 cm. in greatest dimension. Sec- 
tions reveal fibrofatty tissue, along one sur- 
face of which are swollen synovial cells. This 
surface has a nodular configuration in some 
areas and the synovial cells are piled up in 
multiple layers. More deeply situated is a 
meshwork of pink foreign material (Ivalon 
sponge) in the interstices of which is fibro- 
blastic proliferation and chronic inflamma- 
tory cells and foreign body giant cells. There 
are focal and diffuse collections of chronic 
inflammatory cells in the dense fibrous tissue. 
The synovial tissues show proliferation of 
capillaries and sclerosis of medium sized arter- 
ies and arterioles. Some of the tufts of synovia 
on the surface appear to be sequestering par- 
ticles of the foreign material” (Fig. 4). 


Compressed Ivalon sponge has the added 
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Fibroblastic proliferation, chronic inflammatory cells in com- 
pressed Ivalon sponge. 


advantage of not only giving a more satisfac- 
tory interposing membrane across an arth- 
ritic joint, but it gives a membrane that is 
durable and long lasting with less synovial 
irritation than the previous natural vinyl Iva- 
lon material. After the use of both materials 
over a period now of five years in a carefully 
controlled and observed study, we believe 
this is a satisfactory material. No evidence of 
any carcinogenic changes have been observed 
from this type of sponge, the simplest of all 
plastics. It is easy to insert. The compressed 
Ivalon does not consume much joint space 
and, when laid in place and allowed to be- 
come fixed through peripheral infiltration by 
connective. tissue, will remain in place and 
carry out the desired function. 
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THE REFINEMENT Of cervical cytology as a 
gynecologic screening method has opened the 
door to prompt diagnosis of both preinvasive 
and early invasive carcinoma of the cervix.! 
Therapeutic results with the preinvasive 
phase of this disease are excellent. Thus, if 
the proper diagnostic measures are employed 
in the management of each case of positive 
cytologic findings there is a distinct hope of 
controlling this disease.? 

It is well known that a positive cytology 
may be found in association with a number 
of histologic patterns in the cervix ranging 
from chronic cervicitis or benign cervical 
hyperplasia to intra-epithelial or invasive 
carcinoma.’ Almost all gynecologists agree 
that a positive cytologic finding alone is not 
diagnostic, and many follow this with a punch 
biopsy of a cervical lesion or, in the absence 
of a gross lesion, they employ random or 
four-quadrant cervical biopsy.‘ Our expe- 
rience indicates that if the cervical biopsy 
reveals anything less than invasive carcinoma 
of the cervix, the histologic material obtained 
by this method may very well be inadequate 
for accurate diagnosis.5 Our studies of 205 
patients in which conization was preceded 
by punch biopsy show that in 71 of this group 
the conization specimen revealed more serious 
disease. This means that when reliance is 
placed on punch biopsy alone a diagnostic 
error of 35% may be expected.® 

At the Jackson Memorial Hospital, from 
July 1953, to July 1959, by obtaining smears 
from all obstetric and gynecologic patients we 


*Read before the Section on Gynecology, Southern Medical 
Association, Fifty-Third Annual Meeting, Atlanta, Ga., No- 
vember 16-19, 1959. 

+Clinical Fellow, American Cancer Society. 


tFrom the Department of Obstetrics-Gynecology, University 


of Miami School of Medicine, Jackson Memorial Hospital, 
Miami, Fla. 


Indications, Limitations and Technic 
of Conization of the Cervix: 


J. ALLAN OFFEN, M.D., HAROLD SCHULMAN, M.D.,t and 
JAMES HENRY FERGUSON, M.D.,t Miami, Fla. 


The authors describe their technic of conization of the cervix and report their experiences 
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have done 28,716 cervical smears (Fig. 1). Of 
this number we have had 869 positive smears. 
Of these, 335 nonpregnant patients were sub- 
jected to cold conization during their diag- 
nostic study. Slightly less than half of these, 
153, were diagnosed as either intra-epithelial 
or invasive carcinoma. In 113 of these pa- 
tients a punch biopsy was obtained either 
prior to or at the time of conization. And 
in 59, or 52% of these cases, the punch biopsy 
missed either the diagnosis or the stage of 
malignancy (i.e., whether invasive carcinoma 
or preinvasive). While the punch biopsy may 
either miss an area of malignancy or furnish 
inadequate material for histologic evaluation, 
the cone biopsy removes the entire squamo- 
columnar junction, a wide periphery of the 
cervical portio, and much of the endocervical 
canal.*? When multiple sections are made from 
this tissue and examined the likelihood of 
missing the accurate histologic diagnosis is 
minimal. 

Therefore, we think that a diagnostic coni- 
zation of the cervix is indicated in the fol- 
lowing conditions. 

1. Unexplained positive cytology, i.e., the 
cervix has no lesion or a punch biopsy of a 
lesion has not disclosed invasive carcinoma. 

2. A punch biopsy has been interpreted 
as significant abnormal epithelium (basal 
cell hyperplasia, dysplasia or intra-epithelial 
carcinoma), but not invasive carcinoma. 
Conization is due even if the cytology is 
negative. 

Limitations of conization of the cervix can 
be considered on any of three different bases: 

(1) Limitations of conization from the 
diagnostic point of view. 

Rarely there may be a persistent positive 
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FIG. 1 


EXPERIENCE AT JACKSON MEMORIAL HOSPITAL 
JULY 1953 - JULY 1959 


Total Number Cervical Smears 


Total Number Positive Smears 
(Class 


Total Number Cold Conizations - 
Non Pregnant 


Total Number Cold Conizations 
Showing Carcinoma (Intraepi thelial 
or Invasive) 


Number of Positive Cones with 
Previous Punch Biopsy 


Number of Positive Cones where 
Punch missed either Diagnosis or 


phase of malignancy (Intraepithelial 


or invasive) 


Total Number Conizations-Pregnant 


of Cones Showing 


Carcinoma (intraepithelial or 


Invasive) 


cytology in which conization of the cervix 
does not reveal the etiology, and the gyne- 
cologist is faced with a real enigma. 

In our series of 335 conizations, 146 had 
subsequent hysterectomies and in only 2 of 
these cases or 1.4% of the time, was unsus- 
pected invasive carcinoma present in the op- 
erative specimen. While this must be con- 
sidered a shortcoming of conization as a diag- 
nostic procedure, it is negligible when com- 
pared with our incidence of 52% of missed 
diagnoses when punch biopsy of the cervix 
is done alone. 

In 18 cases or 9% of the time, the diag- 
nosis of intra-epithelial carcinoma of the cer- 
vix was made on biopsy and not found on 
the conization specimen. There may be sev- 
eral explanations for this. The punch may 
remove the entire lesion or this discrepancy 
may be due to loss of the epithelium from 
the underlying stroma in the conization speci- 
men. Although we now take special efforts 
to make sure that the specimen reaches the 


28,716 


34 


20 


pathologist with the epithelium intact, this 
would have to be considered as one of the 
possible shortcomings of this diagnostic pro- 
cedure. 

(2) Limitations of conization as a thera- 
peutic procedure. 

We employ conization of the cervix as a 
purely diagnostic procedure, except in some 
cases of intractable chronic cervicitis. How- 
ever, we realize that some advocate conization 
as definitive therapy as well as a diagnostic 
procedure in cases of intra-epithelial carci- 
noma. Our experience with 104 patients in 
whom the diagnosis of intra-epithelial carci- 
noma of the cervix was made with conization 
would indicate that this procedure has marked 
therapeutic limitations, inasmuch as 25 pa- 
tients or 24% of this total number had re- 
sidual intra-epithelial carcinoma in a hyster- 
ectomy specimen. This occurs although we 
remove the specimen with a wide margin of 
apparently normal epithelium as demon- 
strated by the Schiller’s staining technic. 
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(3) Complications as a limiting factor. 

The third consideration is the complica- 
tions and morbidity of this procedure. Chief 
among these are hemorrhage, postoperative 
cervical stenosis and infection. Analysis of 
our experience in this area has not as yet 
been completed. However, it is safe to say 
that employment of the technic to be de- 
scribed has done much to reduce the inci- 
dence of hemorrhage to a minimum.® Future 
critical analysis of our experience should give 
us additional information on cervical stenosis, 
subsequent pregnancies and the incidence of 
postoperative infection. 


Technic 


Cold conization of the cervix is carried 
out according to a standardized technic on 
the staff service at the University of Miami 
School of Medicine at Jackson Memorial Hos- 
pital. First the cervix is grasped with a 
tenaculum and figure-of-eight sutures of 
chromic catgut are placed in the lateral angles 
of the cervix on each side. The cervix is in- 
filtrated submucosally and into the stroma, 
as well, with a 1:100,000 solution of pheny]l- 
ephrine hydrochloride causing the cervix to 
balloon two or three times its normal size. 
The surface is then sprayed with a 7% iodine 
solution and a wide circular incision is made 
to include any non-staining mucosa sur- 
rounded by a margin of normal epithelium. 
A cone of tissue is removed extending nearly 
to the internal cervical os. Special care is 
taken not to touch the mucosal surface lest 
some of the epithelium be lost to the path- 
ologist. Fractional curettage of the remain- 
ing endocervical canal is carried out. At this 
point the cut surface of the cervix is coagu- 
lated lightly with a combination electrocau- 
tery suction tip. The uterine cavity is sounded 
and the internal os is dilated, after which 
thorough curettage of the uterine cavity is 
done. 
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Discussion (Abstract) 


Dr. Lawrence L. Hester, Jr., Charleston, §. C. The 
indications, limitations and technic of conization of 
the cervix as outlined by Dr. Offen are conservative 
cornerstones to the management of a patient with 
doubtful or positive cytologic studies. It is to be em- 
phasized that cervical cytology is merely a screening 
method and the tendency is for the cytologist or 
cytopathologist to upgrade his cytologic findings 
rather than downgrade them. Thus the incidence of 
false positive or doubtful smears will be higher than 
the incidence of false negative ones. With this thought 
in mind it would appear that the first procedure, 
after one obtains a doubtful or positive cytologic 
study, would be to repeat the cervical smears with 
or without cervical biopsy. The repetition of the 
cytologic smears and a re-study of the previous smears 
may prevent unnecessary diagnostic procedures from 
being carried out. The repetition of cervical smears 
must be stressed, especially when the smears in ques- 
tion were done beyond the confines of your institution 
or hospital. 

Dr. Offen states, “by obtaining smears from all 
obstetric and gynecologic patients, we have done 
28,716 cervical smears. Of this number we had 869 
positive smears.” This is an incidence of 3% positive 
smears which is approximately twice the usual quoted 
percentage. Do the 869 positive smears include sub- 
sequent positive smears which would increase the 
percentage? Are doubtful smears also included in the 
869? 

Dr. Offen states, “of these, 335 nonpregnant pa- 
tients were subjected to cold conization during their 
diagnostic work-up. Slightly less than half of these, 
153, were diagnosed as either intra-epithelial or in- 
vasive carcinoma.” Thus I wonder if Dr. Offen could 
give us any information regarding the percentage of 
false positive or false negative smears that were ob- 
tained in this study? 

The indications for conization are recommended 
to you. However, I would like to suggest another 
one which is: conization is indicated where punch 
biopsy has revealed possible invasive carcinoma of the 
cervix, but scarcity of material or lack of underlying 
stroma makes interpretation hazardous. At the Medi- 
cal College of South Carolina, we have had several 
patients with the diagnosis of questionable early in- 
vasive carcinoma of the cervix and on whom coniza- 
tion of the cervix was carried out because on exami- 
nation by speculum one did not suspect invasive car- 
cinoma. Conization of the cervix revealed extensive 
epidermoid carcinoma, intra-epithelial, of the cervix 
with no evidence of invasion. Thus the patients were 
treated by hysterectomy and did not receive the more 
radical therapy for invasive carcinoma. 


The movie which was presented was an excellent 
one and I recommend their method to you. 
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In closing, I would like to make the following three 
points: 

(1) Know your cytopathologist. 

(2) Know your cytopathologist. 

(3) Know your cytopathologist. 


Dr. Offen (Closing). Dr. Hester has certainly raised 
some interesting questions. 

The problems of the false positive smear are in- 
deed important. We are not sure of the exact mean- 
ing of the phrase “false positive.” Should this ex- 
pression also include patients with a histologic diag- 
nosis of dysplasia? In this condition the smears are 
usually positive, but the patient receives a more be- 
nign diagnosis, because histologically there is not suf- 
ficient dyskeratosis to warrant the diagnosis of 
carcinoma in situ. Secondly, we feel that a positive 
smear is more meaningful than a negative one. Sup- 
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pose we do a repeat smear on a patient who initially 
has a suspicious or positive result. If the subsequent 
smear is negative then which smear is in error, the 
first or second? It seems apparent that an unpleasant 
chain of events is created when the indicated biopsy 
is postponed. 

The 3% incidence of positive smears is due to 
several factors. These figures represent total smears 
in all patients, including those with obvious malig- 
nancies. Furthermore, we are dealing with a very 
select group of patients, all of whom are from a low 
socio-economic level. 

We quite agree that patients with a diagnosis by 
punch biopsy of questionable invasion should have a 
cone biopsy. Because of our policy of automatically 
following a diagnosis by punch biopsy of carcinoma 
in situ with a cone biopsy, our pathologists in general 
will render a diagnosis of intra-epithelial carcinoma 
when there is uncertainty of invasion. 
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Gastric Carcinoma Following 
Successful Therapy for Primary | 


Gastric Lymphosarcoma 


NORMAN FLEISCHER, A.B., and 


THE OCCURRENCE Of multiple gastric carci- 
nomas in the same stomach has been well 
documented.1;? Stout? has reported a carci- 
noma of the gastric pouch developing 23 years 
after partial gastrectomy for gastric carcinoma. 
However, the association of carcinoma and 
lymphosarcoma as two anatomically inde- 
pendent lesions in the same stomach is quite 
rare. Rabinovitch, Pines and Grayzel* have 
reported such a case in which the two in- 
dependent tumors coexisted in the same 
stomach. Olson, Gage and Chardock® re- 
ported a case of what may have been a pri- 
mary lymphosarcoma of the stomach cured 
by radiation therapy in which a gastric carci- 
noma developed 16 years later. Unfortunately 
the original diagnosis was made on clinical 
evidence and was not confirmed by tissue 
diagnosis. The following is the report of a 
patient with primary lymphosarcoma of the 
stomach, treated by subtotal gastrectomy and 
radiation therapy, that was followed in 5 
years by a gastric carcinoma; both tumors 
were confirmed by tissue diagnosis. 


Case Report 


C. M. H., a 61 year old negro male minister, was 
admitted to the City of Memphis Hospitals in June of 
1954 because of anemia. Physical examination revealed 
pallor of mucous membranes, dental caries, and a 
firm, ill-defined freely movable mass in the epigastric 
region. There was no lymphadenopathy. Laboratory 
studies revealed a hematocrit of 20 vols. %, a white 
blood count of 2,650 per cu. mm., with a differential 
count of segmented neutrophils, 66%, eosinophils, 4%, 
lymphocytes, 16%, monocytes, 2%; and plasma-like 


tFrom the Division of Pathol and Microbiology, Uni- 
versity of Tennessee College of Medicine, and City of Memphis 
Hospitals, Memphis, Tenn. 


RICHARD WALKER, M.D.,t Memphis, Tenn. 


cells, 2%. Bone marrow examination revealed erythro- 
cytic hyperplasia with evidence of iron deficiency. 
There was a 4+ test for occult blood in the stool. 
Roentgen ray examinations revealed that the epigas- 
tric mass was a gastric tumor. 


At laparotomy the entire distal one third of the 
stomach and regional lymph nodes were found to be 
involved with a diffuse tumor. The distal 70% of the 
stomach and regional lymph nodes were resected, and 
a gastrojejunostomy was performed with an anterior 
Hofmeister anastomosis. Gross examination of the 
stomach showed a diffuse thickening of the wall 
along the greater curvature of the distal two thirds of 
the specimen by grey-white tissue without ulceration. 
The microscopic sections revealed dense sheets of 
small lymphocytes throughout the submucosa, muscu- 
lar wall and extending through the serosa in some 
areas (Fig. 1). There was intestinalization of the gas- 
tric mucosa overlying the tumor. The lymph nodes 
also showed replacement of their architecture by 
dense sheets of lymphocytes. The postoperative course 
was uneventful. The patient received roentgen-ray 
therapy through 3 ports for 21 days with an actual 
tumor dose of 4,000 r. His course was followed in 
the Out-patient Clinic; he did well except for a hos- 
pital admission in 1956 for excessive bleeding from a 
dental extraction which responded to supportive 
therapy. 


In January of 1959 he was readmitted with the 
chief complaint of hematemesis and melena of 5 days 
duration. No positive physical findings were noted. 
He was transfused, placed on an ulcer regimen and 
responded well with cessation of the bleeding in 4 
days. Upper gastrointestinal series demonstrated a 
filling defect on the greater curvature of the stomach 
(Fig. 2). The patient refused gastric analysis, gastric 
cytology and gastroscopy, and, therefore, was dis- 
charged. 

Three months later he was readmitted because of 
weakness and malaise, but denied recent melena and 
hematemesis. Physical examination revealed a 7 by 7 
cm. epigastric mass and a 1.5 cm. nodule just above 
the umbilicus. Laboratory studies revealed a hemato- 
crit of 19 vols. %, white blood count of 11,200 per cu. 
mm., with a differential count of segmented neutro- 
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(A) Primary gastric lymphosarcoma from surgical specimen. 


phils, 75%, eosinophils, 4%, lymphocytes, 12%; and 
monocytes, 9%. The red cells showed evidence of 
macrocytosis and many of the polymorphonuclear 
leukocytes were hyperlobulated. Bone marrow exam- 
ination revealed a megaloblastic type of erythroid de- 
velopment. Gastric exfoliative cytology revealed ma- 
lignant cells of the adenocarcinoma type (Fig. 3). The 
stool was positive for occult blood. He was given 
vitamin B,, and supportive therapy but refused bi- 
opsy of the smaller epigastric mass. 


FIG. 2 


Demonstration of ulcer crater on greater curvature and 
patent jejunostomy stoma. 
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(X 17.5) (B) Same tumor as in (A). (X 475) 


His final admission was one month later for progres- 
sive weakness, anemia, hematemesis and melena. Bi- 
opsy of the epigastric mass revealed a poorly differen- 
tiated adenocarcinoma in liver tissue. His condition 
deteriorated rapidly and the patient expired about 
one month later. 

Autopsy Findings. The body weighed 113 pounds 
and was emaciated and jaundiced. The peritoneal 
cavity contained 1,500 ml. of amber fluid and revealed 
multiple peritoneal implants of tumor. The gastric 
pouch was indurated and surrounded by adhesions, 
but the gastrojejunostomy stoma was patent and func- 


FIG. 3 


Papanicolaou stain of smear of gastric washing showing 
malignant cells of epithelial type. (X 475) 
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FIG. 4 


owing 


Gastric pouch opened along greater curvature showing ulcer 
and mucosal nodules. 


tional. Within the stomach a large irregular 7 cm. 
ulcer crater was noted on the greater curvature be- 
tween the gastrojejunostomy stoma and the cardia. 
The edges were slightly undermined and shaggy. The 
remaining gastric mucosa was studded with multiple, 
raised, smooth, oval nodules (Fig. 4). The cut surface 
of the stomach wall in the region of the ulcer re- 
vealed thickening by grey-white tissue. The liver was 
markedly enlarged, weighing 3,240 Gm., and extended 
to the iliac crest. It contained multiple large and small 
masses of tumor tissue which composed approxi- 


FIG. 5 


Undifferentiated gastric carcinoma extending through 
muscularis mucosa. (X 100) 


GASTRIC CARCINOMA—Fleischer and Walker 


mately 75% of the liver. Metastasis to lymph nodes 
around the common bile duct had produced obstruc- 
tion of the duct and jaundice. The pleural cavities 
contained 2,500 ml. of fluid, and tumor nodules were 
present on the pleura and pericardium. 


The microscopic sections of the stomach revealed 
a poorly differentiated adenocarcinoma in the base 
and margins of the ulcer with extension through the 
wall to the serosa (Fig. 5). In addition to the multiple 
nodules seen grossly in the mucosa, which were com- 
posed of tumor cells, many other multifocal areas of 
carcinomatous transition in the mucosa were apparent 
microscopically, extending from the cardio-esophageal 
junction to and including the jejunostomy stoma. The 
tumor cells were large, having vesicular lobular nu- 
clei, abundant granular cytoplasm and numerous mi- 
toses. Signet ring cells were not present and the tumor 
cells failed to take PAS or mucicarmine stains. Occa- 
sional gland-like or acinar formation by tumor cells 
was noted. Multiple sections from all areas of the gas- 
tric pouch failed to show any evidence of lympho- 
sarcoma. There was mild to moderate subserosal 
fibrosis, hyalin change and chronic inflammatory cell 
infiltration. Tumor emboli were demonstrated in the 
thoracic duct and numerous blood vessels. Lymph 
nodes taken from multiple areas revealed no evidence 
of lymphosarcoma, but metastatic carcinoma was 
present in the nodes adjacent to the stomach. The 
bone marrow was not remarkable except for a rare 
lymph follicle. 


Comment 


Apparent cure of the primary lymphosar- 
coma of the stomach was substantiated by the 
autopsy findings. The relationship of the 
second primary gastric cancer to the first, or 
to the therapy employed to eradicate the 
original tumor, is difficult to determine. 
Freedman and Berne® have reported an in- 
cidence of somewhat less than 1% of gastric 
carcinoma following gastrojejunostomy. The 
interval in their series between operation and 
the gastric carcinoma ranged from 3 to 40 
years with approximately 30% of the cases 
occurring within 10 years. 

Helsingen and Hillestad? have discussed 
several factors which might be operative in 
the partially resected stomach to promote the 
development of a carcinoma. Acid production 
is usually impaired or abolished, emptying 
time is altered, and the abnormal shunt to 
the intestine may lead to regurgitation of 
alkaline fluid into the stomach. These ab- 
normal factors may form the basis for the 
subsequent development of carcinoma. They 
indicated that the incidence of carcinoma 
following resection for gastric ulcer was 3 
times the expected rate, whereas the incidence 
of carcinoma following resection for duodenal 
ulcer is not increased. This suggests that the 
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relationship is not with the operation but with 
the presence or absence of a gastric ulcer. 
Berry, Lee and Coffey,’ in a review article, 
point out that while other authors support 
the findings of Helsingen and Hillestad, 
Krause, who reported 361 patients in whom a 
high resection was done, found between 2 and 
3 times the expected incidence of gastric 
carcinoma regardless of what type ulcer was 
present. Although some controversy exists on 
this point, it does appear that the gastric 
pouch, following subtotal gastrectomy and 
gastrojejunostomy, is more prone to develop 
carcinoma than would be expected. 


The effect of radiation to the stomach in 
regard to the subsequent development of 
gastric carcinoma is also of interest but is less 
well documented as an etiologic factor. There 
are several reports of the effects of radiation 
on the stomach in the literature, but these 
effects are usually in the form of benign ul- 
cerations and thickening.®.1° Olson, Gage and 
Chardock® have attributed the development of 
gastric carcinoma in their case to x-ray 
therapy, but the possibility of an existing pre- 
cancerous lesion was not ruled out. The ap- 
parent multifocal origin of the carcinoma in 
our case might support this hypothesis, but a 
relatively small dose of radiation was ad- 
ministered and radiation effects in the tissues 
were not severe. 
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Summary 


A unique case of primary lymphosarcoma 
of the stomach, cured by surgery and radi- 
ation, in which there was the subsequent de- 
velopment of gastric carcinoma in the residual 
pouch with metastasis and death five years 
later is presented. The possible relationship 
between operation and/or radiation therapy 
in the development of the gastric carcinoma 
is discussed. 
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THIS CASE IS PRESENTED because it represents 
an apparently previously undescribed tumor. 
It was originally highly suggestive of a malig- 
nant tumor, but consultations, along with sub- 
sequent events, leave this open to question. In 
fact, we now believe this to be a benign tumor. 


Case Report 


A white boy was delivered by low forceps on Feb. 
12, 1956, after a normal pregnancy, and weighed 7 Ib. 
3 oz. The mother was 22 years old and in good health; 
it was her first pregnancy. 

The infant appeared normal except for a 10 by 8 by 
5 cm. mass arising from the posterolateral aspect of the 
right lower chest and upper flank region (Fig. 1). The 
skin overlying the mass showed a bluish-red discolora- 
tion. The mass was cystic to palpation. Needle aspira- 
tion produced dark, nonclotting blood. 

A chest x-ray suggested compression of the 11th and 
12th ribs (Fig. 2). 

It was our impression that this mass represented a 
large hematoma resulting from some sort of prenatal 
trauma. It was feared that a laceration of the liver 
might be involved. 

The child was taken to surgery about 6 hours after 
delivery. Under general endotracheal anesthesia, with 
the infant lying on its left side, after the usual “prep- 
ping” and draping, an incision was made directly into 
the mass. It became immediately evident that this was 
a vascular, fleshy tumor rather than a hematoma. 
Grossly it was suggestive of a malignant tumor. The 
incision was tightly closed with a continuous heavy 
silk suture. An en bloc excision of the chest wall was 
then carried out to include the skin, subcutaneous tis- 
sue, the 9th, 10th and 11th intercostal spaces, along 
with the 10th and 11th ribs. The pleura was included. 
The tumor had extended into the thorax to form a 
secondary mass measuring 5 by 6 by 4 cm., which com- 
pressed the lower lobe but did not invade the lung. 
The outer rim of the right diaphragm was then 

securely sutured to the 9th rib. One underwater seal 
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A Unique Tumor of Vascular Origin 
Arising from the Chest Wall of a 
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The tumor measures 10 by 8 by 5 cm. The skin showed 
bluish-red discoloration. 


chest catheter was utilized. This procedure was toler- 
ated well by the infant. The postoperative course was 
relatively uncomplicated. 

Grossly the tumor was red and fleshy. It seemed 
closely adherent to the surrounding muscle and was 
nonencapsulated. It caused extrinsic pressure on the 
ribs without definite invasion. The microscopic picture 
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— film suggests compression of the right 11th and 12th 
ribs. 


was very unusual. Our first impression was that it was 
definitely a malignant tumor. Dr. T. A. Lovinggood, 
Pathologist, at St. Francis Hospital, reported: 


“Microscopic Pathology: Sections taken through this 
tumor reveal it to be composed of solid sheets of cells, 


The vascular, highly cellular tumor is shown to consist of 
rather uniform cells containing numerous mitotic figures. 
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with practically no intervening stroma. The only archi- 
tectural feature we note under scanning power is the 
prominent vascularity of this tumor. The vessels con- 
sist of capillaries and small veins, but all of them are 
thin walled. In several sections the tumor cells tend to 
swirl around and become closely attached to these ves- 
sel walls. It must be emphasized, however, that the 
tumor is not distinctly hemangiomatous except in 
some areas where large blood channels tend to course 
through this tumor. Individual tumor cells do resemble 
endothelial cells. The individual tumor cells have 
elongated cigar-shaped nuclei with only a faint rim of 
cytoplasm. They show a moderate degree of variation 
in size and shape and definite hyperchromasia. There 
are numerous mitotic figures. There is no evidence of 
mucin formation. It must be repeated again that the 
most prominent finding is the tendency of the cells to 
swirl around small blood vessels. 

“Comment: The tumor is definitely malignant. Its 
exact histological category cannot be made at this time 
until further studies have been made.” 

Because of the unusual situation, a consultation was 
obtained with Dr. Lauren V. Ackerman at Barnes Hos- 
pital in St. Louis. His comment was as follows:1 


“This is a highly cellular tumor made up of rather 
uniform cells with numerous mitotic figures. It is ex- 
tremely vascular. There are numerous dilated vessels 


(Fig. 3). 
FIG. 4 


The patient as a healthy child more than $ years after 
removal of the tumor, 
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FIG. 5 


Chest x-ray examinations have remained consistently nega- 
tive for evidence of recurrence. 


“I cannot help but feel that this lesion is of endo- 
thelial origin. It is certainly not a lymphoma or tumor 
of the sympathetic nervous system. I have never seen 
anything like this before in a child, nor do I know of 
any articles about it. The operation as done was well 
conceived and this, taken together with the microscopic 
pattern, suggests to me that the patient is cured. How- 


ever, as my experience with this type of lesion is zero, 
I cannot be certain of this. 


“Diagnosis: Soft tissue, chest wall; benign tumor of 
vascular origin.” 


The child’s clinical course has been followed closely 
for over three and one-half years now. He has re- 
mained in excellent health (Fig. 4). Follow-up chest 
x-ray examinations have shown no evidence of disease 
(Fig. 5). 


Discussion 


Hazard? presented a group of massive angi- 
omatous tumors occurring in children and in- 
volving the soft tissues of the lateral upper 
half of the body, principally the thoracic wall, 
before the American Association of Patholo- 
gists and Bacteriologists at their fifty-first an- 
nual meeting in April 1954. He presented 3 
cases. In 2 the tumor was present at birth, and 
in the third it was noted 8 months later. The 
skin, subcutaneous tissue, muscle, and deep 
fascia were involved. All of the tumors were 
characterized by the presence of papillary 
masses of endothelial cells, partly filling angi- 
omatous spaces occurring in a hamartoma of 
mixed lymphangiomatous and hemangioma- 


TUMOR OF THE CHEST WALL—McGinty 
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tous type. The endothelial cells were, for the 
most part, well differentiated and mitotic 
figures were rare. In 2 patients papillary neo- 
plastic elements were demonstrated in region- 
al lymph nodes. Despite this evidence of malig- 
nancy and highly cellular nature of portions 
of the tumor, the patients were living without 
demonstrable metastases three to five years fol- 
lowing partial or complete excision of the 
lesions. Hazard thought these tumors should 
be classified basically as papillary angio-endo- 
theliomas with subsidiary specifications as to 
lymph node metastases and relation to hamar- 
toma in order to distinguish these tumors from 
the more malignant and commonly recognized 
angiosarcoma. 
Five years have elapsed since that report was 

given. Dr. Hazard was written and answered 
that these children, now young men and a 
woman, have progressed very nicely.? Because 
of the extent of several of the neoplasms, sub- 
sequent operation was necessary on several oc- 
casions with apparent eradication of the mass. 
Dr. George Crile, Jr., told Dr. Hazard of one 
instance where a marginal portion of tumor 
apparently could not be resected without ex- 
tirpation of a major portion of the chest wall. 
That patient has done well after removal of 
the soft tissue lesion and covering the area 
with a full thickness skin graft. None of these 
patients, even the ones showing involvement 
of regional lymph nodes, has shown any evi- 
dence of a distant metastasis. Dr. Hazard and 
Dr. Crile were sent photographs of our present 
case and noted that they looked remarkably 
similar, grossly. However, on reviewing a char- 
acteristic section from the tumor which is pre- 
sented here, Dr. Hazard wrote the following: 

“This neopiasm is quite different from the 

tumors that we had, in that it is of uniform 
spindle cell architecture and I would regard it 

as ‘embryonal fibrosarcoma.’ I have seen such 
elements in association with embryonal mixed 

tumors, at which time I have classified them 
with malignant mesenchymoma. As_ the 

present tumor appears to be single cell type, 

insofar as the present section would indicate, 
apparently the only corresponding feature 
between your tumor and those I have seen 
here is the matter of size.” 


Further review of the available literature 
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fails to reveal any other case which sounds — dence of recurrence after over three and one- 
similar to the one presented.* half years. 
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and Religion: 


For SOME YEARS it had seemed to me enig- 
matic that two disciplines, one ancient and 
established, the other new and struggling, and 
both devoted toward bringing about a change 
in the inner man, had managed to remain 
strangers to each other. Religion and psy- 
chiatry, each from its own sphere of the divine 
and the human, do jointly represent the hope 
of experiencing more fully and spontaneously 
a way of life abundant in meaning and value. 

It must be apparent from the above state- 
ment that I must explain my boldness in 
implying that organized religion and _psy- 
chiatry need each other as allies in the im- 
mense problem of transforming the inner 
man. Religion has been with us for some 
thousands of years. It was man’s first expres- 
sion of his deeper self, whether in fear or in 
love, revealed as we read of primitive man’s 
animistic notions of a Higher Being, in his 
awe of the natural elements around him. We 
all recall the ancient Greek system of gods and 
goddesses. From a theologically evolutionary 
standpoint, we see man’s religious needs ex- 
pressed in the monotheism of the Old Testa- 
ment, and finally the teachings of Jesus in the 
New Testament. It is seen at the other end of 
man’s cultural development, when, after spec- 
tacular scientific achievements, we turn to 
religion to show us how we can save ourselves 
from our own knowledge. 

Through the centuries, the Judeo-Christian 
religions have developed moral and ethical 
systems, personal and social: our dependence 
on God has been consistently promulgated, 
not only as the way of finding the full life, 
but also as the way of protecting us from the 
dangers of self-omnipotence and _ self-suffi- 
ciency. Love, faith, charity and hope have 
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been proclaimed as the cementing forces for 
these principles. 

In recent years we have seen an enormous 
surge in church building; attendance records 
soar to an all-time high. There are huge mass 
meetings and public conversions. This re- 
ligious surge has pervaded new areas of life 
and all types of persons, from the light- 
hearted to the intellectually serious. 

These are some of the present-day facts 
concerning the status of religious interest in 
our total cultural life. But what does this all 
mean? Has the “power of positive thinking” 
genuinely added depth and effectiveness to 
our religious life? Is man really looking more 
searchingly into his own soul? How does one 
evaluate man’s motivations, aims, directions 
and goals? These considerations certainly fall 
in the realm of religious practice just as surely 
as the preaching and the teaching of the 
scriptures. 


We can, of course, look about and report, 
as laymen, on the signs of the times for an 
answer to this resurgent religious interest: fast 
pace of living, stress and strain, materialistic 
strivings, juvenile crime and delinquency, 
high divorce rate, low moral standards, sexual 
hedonism, and alcoholism. I suspect that 
these, in decades past, were the then great 
problems, perhaps in a different content and 
form. Troublesome and serious as they may 
be, let us also dispense with such factors as 
inflation, high cost of living, cold wars, and 
foreign “isms,” as factors significantly affect- 
ing the status of man’s inner life. 

It is generally agreed that these issues cer- 
tainly do reflect outwardly, to some degree, a 
disturbance of the deep core in man’s mental, 
emotional and spiritual equilibrium. But 
these gross disturbances also have been with 
us more or less at frequent periods in our 
history. We cannot use them to evaluate the 
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current condition of man. Man has always 
needed religion, at least, to offer comfort and 
reassurance that life does have somehow, 
meaning, purpose, and plan, despite obvious 
massive threats to these aims. 

The answer to these eternal questions lies 
in the very nature of individual man himself. 
It must be remembered that religion and 
psychiatry can never become effective collabo- 
rators, unless we think of religion ultimately 
as a transforming experience for individuals, 
not large groups. Certainly we know that 
psychiatry deals basically with individuals and 
not primarily as a social force. To think other- 
wise about religion, not only places prime 
emphasis on external forces, such as threats 
of war, materialism, etc., but diverts our at- 
tention from the individual man himself. Any 
serious student of the Bible can easily see the 
consistent reference to the inner man. 

With this framework in mind, the next step 
is to outline the various stages through which 
man has passed in recorded history, in his 
own mental and emotional development. We 
can roughly say that there have been six eras: 

. Primitive animistic period 

. Authoritarianism 

. Rationalism 

. Illusion—the Victorian period 

. Age of will-power in the 1920’s and 30’s 

. Finally, at the present time, we speak of 
the “Age of Anxiety” or, more properly, “the 
Age of the Self.” This concept of self-know- 
ledge, of course, is not new. Through the ages 
the ideal of man at his highest human aspira- 
tion has been the province of the religions 
and reached its peak in the earthly experi- 
ences of Jesus. 

Attempts to describe this potential in man 
have been recorded in the writings of philoso- 
phers and many others devoted to the under- 
standing of the inner nature of man. The 
urgency toward this, however, seems to have 
taken far greater hold in the 1940’s and 50’s 
than ever before. The reason for this might 
well lie in a simple basic psychologic dictum, 
viz., that the inner security of man rests ulti- 
mately not on physical security, not in over- 
coming the various crises of life but upon his 
ability to find continuous meaning and pur- 
pose when there are no critical or threatening 
problems to overcome. Concerning the meas- 
urable sciences, the expanding knowledge and 
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achievements in the physical world have of- 
fered man more time and the need for less 
physical energy to control his werld, leaving 
him to fall back on his own inner resources, 
In general psychoanalytic terms, it means self- 
searching, self-examination, self-exploring,— 
not in the knowledge-acquiring sense and not 
in the emotional sense of self-seeking or self- 
preoccupation. It is rather in the sense of self- 
awareness, of self-realizing, self-accepting, self- 
freeing. It is finding in oneself an individu- 
ality, uniqueness and distinctiveness that is 
akin to the idea of being created in the image 
of God. 

More education, communication, urbaniza- 
tion, along with increased transportation and 
industrialization have brought a new world, 
where man can no longer avoid coming into 
ever-extending interpersonal relationships. 
Physical medicine has given us greater protec- 
tion against disability, illness and death. In 
effect, there are more things to learn, more 
people to know—therefore, the ultimate ques- 
tion becomes, “What does it all mean?” 

Psychiatry, itself, has undergone, and is still 
undergoing evolving changes in its theory, 
technics, and clinical goals, despite the amaz- 
ing morass of misinformation, misinterpreta- 
tion or mistrust, generally accorded the psy- 
chiatrist by laymen, and even by professional 
people. 

Freud, the masterful technical genius of 
psychoanalysis, was nevertheless the product 
of his own culture. In terms of understanding 
religion he was relying on nineteenth century 
rationalism: Religion, in his theoretical frame- 
work, was the sublimation or projection of 
incompletely resolved fears of the father (or 
authority) on a substitute father image—God. 
In Freudian terms, it becomes part of the 
Superego—the conscience, not reflecting deep 
personal values, but only as a device to con- 
trol the Id—instinctual drives. From this 
point of view, not only religious beliefs, but 
character, personality, personal values are 
merely devices, strategies, or attempted solu- 
tions to control the instincts, to harness libidi- 
nal energy. 

The religious problems which Freud saw 
in some of his patients, like those in our day, 
demonstrate much more than merely fear and 
guilt, much more than projected childhood 
Oedipal fears of father, replaced by a symbol 
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in the form of God. Much of Freud's theory 
regarding normal behavior, including relig- 
ious beliefs, came from deeply disturbed, 
emotionally ill patients. Naturally, their re- 
ligious beliefs often were highly infantile, ir- 
rational and constricted. In the same manner, 
we today feel that his description of the Id 
instincts, the Oedipus complex, are not bio- 
logically determined, but are already estab- 
lished in the psyche of the individual as 
deeply neurotic disturbances. 

We are indeed indebted to Freud, not for 
what he had not done, but for what he had 
done. The fact of unconscious thinking and 
feeling opened a whole new mental domain. 
As the frontiers of the unconscious life moved 
farther and deeper, we even began to see that 
the old concept of the unconscious, with its 
emphasis on destructiveness, primitivism, sen- 
suality, aggressiveness, and narcissism was in 
reality a segment of personality already im- 
prisoned. 

Through the years, the biologic reduction- 
ism of Freud, with its tendency to explain 
away every facet of behavior, served two very 
useful purposes. First, it interested theolo- 
gians, for the first time, in both science and 
human behavior, giving scientific sanction 
to religious doctrine, as well as giving some 
useful psychologic explanation to the human 
core of the Bible. Second, it stripped many 
areas of human life of their deceptions and 
pretenses. Personal and social hypocrisies, de- 
fensive character traits could no longer be re- 
spectably rationalized. All our private, neu- 
rotic, and unstable traits were no longer 
inviolate to the penetrating eye of depth 
psychology. 

Succeeding psychoanalysts, like Jung and 
Fromm, became aware in their patients that 
their concern was not merely to be rid of 
disabling symptoms, but to resolve the inner 
conflicts about moral and ethical values with 
the individual himself. 

The problem now became, not only a medi- 
cal one, but a religious one as well. Now, 
character development was involved as part 
and parcel of psychiatric therapy. The con- 
cept of the unconscious was extended into 
areas of human thinking and feeling far deep- 
er than previously were clinically known. The 
compulsive, clinging, neurotic traits had been 
concealing a vast, new area of psychic creativ- 
ity and health with a tenacity that betrayed 
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the power of this constructive unconscious 
life. More importantly, it also revealed again, 
clinically, an old scriptural lesson—viz., that 
man’s greatest difficulty lies, not in over- 
coming his sinfulness, but in being able to 
accept his own innate capacities for good. In 
other words, besides reaffirming our faith in 
man, this developing concept of the construc- 
tive unconscious placed the meaning of psy- 
chiatric symptomatology on a new perspective. 

People get sick emotionally, not primarily 
because they are morally or ethically guilty 
or because they cannot cope with their in- 
fantile aggressive instincts, but because they 
have never learned enough, have not had 
sufficient “encounter” with that part of their 
emotional life (the constructive unconscious) 
that deals with personal, moral, and ethical 
issues. 

We can see this expressed as a cultural 
pattern. The deeper hypocrisy lies, not in 
sham, fraud, deceit, but the extent to which 
we cover up decent things within ourselves. 
If honest, we ascribe this to the fear of what 
people will think if we are dishonest, or to 
the fear of not being able to get away with 
it. If generous, we say that it makes for good 
public relations. (Another form of hypocrisy, 
more subtle and personal, is the way we have 
to glorify worthy feelings on a large external- 
ized scale.) We seem to be moved for worthy 
emotional effort only if it is attached to some 
large cause, institution, or group. It is as if 
we are buoyant, smiling puppets, seemingly 
quite alive, but actually emotionally dead 
until some unseen hands pull the strings. 

Previously, this was falsely construed to be 
merely a common form of character ostenta- 
tiousness—i.e., apparently a need to blatantly 
display our healthy aims and virtues publicly 
in order to guarantee their realness. Actually, 
it represents a more poignant state of affairs. 
We are often so alienated from the deeply 
satisfying emotions of personal everyday 
awareness, that we have to return, constantly, 
to some established group form in order to 
keep our emotional battery from running 
down altogether. All too often people use 
church experience, not to find ways to ever 
broaden and deepen the meaningfulness of 
their lives and their human relationships, but 
to gain some shred of self-worthiness just to 
be able to keep going. They never seem to be 
able to rise much above that. Ego psycho- 
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analysis, with its emphasis on the constructive 
unconscious, has demonstrated that some “‘en- 
counter” with this mental area of infinite 
emotional possibilities gives man a chance to 
rise above mere static personal “averageness.” 
Sufficient emotional experience here is akin 
to the deepest religious experience; it helps 
create character and personal morality and 
helps reconcile personal religious faith and 
organized religious beliefs. It is at this level 
that a person can truly appreciate the dif- 
ferences between a relatively empty life and 
a full one. 


Having now attempted to establish the fact 
that psychiatry today is committed to char- 
acter development, let me turn to consider the 
present status of organized religion. My know- 
ledge stems from experiences some years ago, 
as a general practitioner in a small-town com- 
munity, and more recently as a Sunday school 
teacher, director of a regular pastoral seminar 
for ministers, and as a psychiatrist. Not only 
from my patients and church associates, but 
especially from ministers, has it become 
strongly apparent that there is an intense 
need for understanding as to how to reach 
peoples’ lives more effectively. 


Many dedicated ministers are greatly con- 
cerned about the shallowness of the lives of 
their members, and the superficiality of their 
beliefs. They are eager to learn about new 
ways to deepen religious conviction; they 
want to know how to apply the insights of 
Ego psychoanalysis within the framework of 
their particular church or synagogue. They 
often ask, “Can this be done without making 
religion merely group psychotherapy?” Other 
ministers, more timid and fearful, ask if per- 
haps only technics of interviewing could be 
learned and utilized. Some go so far as to 
think of establishing pastoral clinics in their 
churches. Some ask for direct advice on hand- 
ling certain problems of their members. The 
over-all impression gained is that growing 
numbers of clergymen are aware that some- 
thing must be done to revitalize and reform 
religious training practice, if the church is to 
maintain a hold on the character development 
of large numbers of people. 


Not a few ministers are disturbed enough 
to contemplate leaving the ministry, some 
actually do; others develop emotional dis- 
orders on this basis of dissatisfaction. Those 
who have had some contact with psychiatrists 
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have come to know that religion can no longer 
be sermonized—that religious learning, like 
the learning of one’s own personality, is an 
emotional process primarily. 

The intense struggles, sufferings, joys and 
achievements of the eternal Bible figures, 
given to us as the Word of God and revealed 
in ultimate spiritual truth and perfection, be- 
come the guideposts through which we, our- 
selves, must pass in human experience, if we 
are to grasp intimately our own quality and 
quantity of religious faith. Religion cannot be 
learned only by an intellectual process of 
gathering Biblical facts and details, or by rote 
memory or by scrupulous attention to prayer, 
rituals and sacraments. These various methods 
of religious practice are effective in life to the 
extent that they are experienced personally. 

The full range of emotions and experiences 
are recorded completely in the Bible. Yet 
there are many among us, including ministers, 
who are unable to transpose this in terms of 
human lives. Scriptural words, phrases, ex- 
periences have such infinite depth and breadth 
that we can hope to understand or experience 
only part of its full meaning. We must recall 
that the various books of the Bible were 
written when verbal communication, lan- 
guage, and variety of human experience and 
relationship were much less developed than 
they are today. 


Opportunities for religious expression were 
obviously limited up to the time of Jesus. God 
had not revealed himself. Therefore, religious 
words and descriptive phrases had a certain 
ineffable quality that was not meant to keep 
spiritual knowledge forever out of reach. 
More positively these special suprarational 
terms expressed the limitless resources and 
creative powers that lie hidden within us. 
They are ours as a free, unearned gift from 
God to find a productive, meaningful life at 
any time and at any point in our lives. 

Ministers can help their members realize 
that the sacred words of religion lose none of 
their holiness by attempts to understand at 
least part of their meaning. The greatest ser- 
vice to God is to be able to utilize religious 
instructions for the deepening of our own 
lives emotionally and mentally, as well as the 
enrichment of our lives with other people. 
Until now, religion was preached and taught 
in a way that emphasized the unfathomable 
mystery of God expressed in Biblical word 
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and experience. Today, the growing emphasis 
is on understanding and transposing this in 
terms of human emotional experience. What 
one really is at any point, and what he must 
overcome in his own life and gain anew, and 
what he has already accomplished becomes 
the direction of personal development, rather 
than demonstrating certain high character 
goals and virtues to which he must either 
imitate or strive to reach, while at the same 
time, taking a good, hard continuous look at 
his degraded failings. 

It is at these crossroads that those ministers, 
aware of the situation, find themselves. They 
are deeply concerned and worried, but their 
fear is a healthy one. Their vocation is prob- 
ably the most difficult of all, if looked at 
from this point of view. Suddenly, within a 
few decades, a tremendous burden, never be- 
fore envisioned, falls on them. The complexi- 
ties of modern life, the “age of anxiety,” and 
the need for more sustaining spiritual faith 
have placed him in a position where he is no 
longer content to give his congregation what 
they formerly seemed to want. 


Most ministers want their church members 
to grow in spiritual depth and to see this 
reflected in their personal lives. Ministers 
can be very direct in their sermons, yet they 
often hesitate to be straightforward with in- 
dividuals. A person in a congregation, or a 
Sunday school class feels safe because the mes- 
sage is directed not only to one, but to many. 
In his individual contacts, whether in his 
study, in a home, or at the sick-bed, the min- 
ister often feels that he has to be restricted 
in confronting the individual with an aware- 
ness of the real truth. The modern minister, 
unlike the ministers of the frontier days or of 
ancient times, has allowed himself to become 
too dependent on his congregation, not only 
for his income, but also for his particular 
pastorate. He fears that a straightforward 
ministry in the pulpit, in a church program, 
or in individual counseling, may estrange in- 
fluential members or jeopardize his own posi- 
tion. He then has to resort to a cautious type 
of ministry. Unlike the parable of the feeding 
of the five thousand, he is feeding only a 
few, or he becomes theologically complex, 
employing various means to reach the inner 
depths of his people—pleading, imploring 
and invoking appealing magical terms. At the 
end of the Sunday service the minister feels 
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gratification in reaching a few, but his con- 
cern is how to reach the others. 

For centuries, the responsibility for man’s 
emotional and spiritual development tradi- 
tionally lay in the hands of the church. Fol- 
lowing the Reformation, personality develop- 
ment became more and more a matter of secu- 
lar education. With the increasing failure of 
secularism to guide and control man’s char- 
acter at the time of the 20th century, psy- 
chiatry gradually assumed much of this role. 
Although psychiatry has produced an enor- 
mous amount of knowledge about the nature 
of man, especially his deeper-lying drives and 
motivations, little of this is known or under- 
stood by clergymen. Mainly through kinship 
of the spiritual and the emotional experiences 
is it obvious that religion must be the main 
ally to psychiatry in the prodigious task of 
personality development. Scientific humanism 
and education, sociology, and others provide 
material and knowledge, but they can only 
contribute secondarily to the primary task. 
Up to recently seminaries provided very little 
background of the total psychiatric approach. 
After seminary training, the sole contact with 
the nature and the deviations of the mind of 
man was at hospitals for the mentally ill—a 
partial picture of man’s emotions seen in the 
most distorted and often hopeless forms. 


As psychiatric information increased, jour- 
nals on pastoral psychology arose, often poorly 
edited, sketchy, usually dealing with common 
superficial psychologic problems or norms. 
However, at least it heralded an interest in 
man as he really is. Along with this develop- 
ment, courses in pastoral psychology in semi- 
naries were slowly introduced. Today they are 
still relatively few in number, rather isolated 
from the general curriculum, generally limited 
and not handled too seriously. In the last few 
years pastoral counseling has emerged on the 
scene. There are even pastoral clinics in some 
churches, staffed by ministers and assistant 
ministers, and said to be supervised at times 
by psychiatrists. 

There are hospital courses for pastoral 
counseling. Some have “Quickie” courses for 
3 months; some have chaplain internships. 
Dr. Florence Powdermaker recalls a promi- 
nent clergyman saying to her, “I am seeing 
a lady 5 times a week for an hour each time, 
and you know, clergyman ‘X’ at my church 
is getting a Ph.D. in clinical psychology this 
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June, and then he will start a clinic and be 
as well-trained and just as competent as any 
psychiatrist.” 

For several reasons I seriously wonder about 
the inherent value of these methods of at- 
tempted collaboration. First, the clergyman 
may be seeking, by these means, an emotional 
satisfaction, or a way out of a dissatisfaction, 
with his work apart from any added know- 
ledge or usefulness; second, these ways may 
represent mere extractions from the very 
broad field of psychiatry, itself not yet crys- 
tallized; third, the paths toward healthy char- 
acter development are subtle, tricky byways 
where a good-intentioned healer may easily 
get lost, along with the “patient.” He can get 
out “of the woods,” but his “patient” may 
never, or at least be badly scratched and torn 
in his struggle to be found again. Fourth, if 
the clergyman’s role is to include counseling, 
he must not only know something about 
methods of interviewing but, much more im- 
portantly, he must work out some common 
ground of agreement with the psychiatrist on 
what man’s inner nature really is; how he gets 
into difficulties, and how he resolves these 
difficulties to go on to greater heights of 
personal development. 

Two recent developments, each fundamen- 
tal and practical have emerged to place col- 
laboration between psychiatry and religion 
on much surer footing. One is the careful 
psychiatric screening of candidates for the 
ministry, and the other is pastoral psychiatric 
seminars. The first examines the motives of 
those going into the ministry similar, al- 
though not in content or extent, to the per- 
sonal psychoanalysis of the psychiatrist. The 
second attempts to develop a continuum of 
relationship between clergyman and psychia- 
trist whereby the divine character of God and 
His revelations are related to the nature of 
man’s perceptions, experiences, aims and po- 
tentials. It also tends to banish suspicion, mis- 
trust, and misunderstanding between psychia- 
trist and clergyman. 

Although I have said little about it up to 
this point, I did not intend to imply that 
psychiatrists have been willing helpers. Much 
of the responsibility for religion’s failure to 
clarify its position as a healing source falls 
on the shoulders of the psychiatrists. They 
often have not seen the significant role that 
religion has played in the cultural and social 
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history of man, outside of its moral implica- 
tions. 

In dealing with individuals, patients or 
nonpatients, they often fail to see the aims 
and aspirations expressed in religious prob- 
lems, as well as in neurotic or psychotic 
problems. Psychiatrists may tend to be con- 
descending or contemptuous of religion or 
clergymen. They usually do little or no study 
of religious form or history, take little or no 
part actively in organized religious life. ‘They 
may look upon religion as being too infantile, 
or mystical, too suprarational, or too intan- 
gible. They may forget that the basic materi- 
als with which they work—the conscious- 
unconscious range of emotions, feelings, fan- 
tasies and dreams—are themselves intangible, 
mystical-like, yet very real in their ability to 
motivate lives creatively. 

Psychiatrists must become more aware of 
the rich lore of human perception and experi- 
ence expressed in Biblical writings on a spirit- 
ual plane, paralleling the infinite depths of 
thinking and feeling clinically seen in patients 
as they are freed from their neurotic limita- 
tions to become newer human beings, almost 
strangers to their old selves. 

Those schools of psychiatry that employ 
Ego or “Real Self” development as the core 
of therapeusis are ideally suited toward a 
better liaison between clergymen and psychia- 
trists. Most psychiatric work toward helpful 
contributions in the field of religion has come 
from those workers who, tacitly or overtly, 
accept this position in their own clinical prac- 
tice. Whether it is Jung’s collective uncon- 
scious, or Fromm’s humanistic religious ideas, 


. or Horney’s process of self-realization, the 


self-directed, self-searching experiencing is the 
basis of treatment. It is particularly relevant 
for religious practice because of its effective- 
ness toward developing a genuine humility, 
freed from the constant neurotic demands so 
common to us all—false pride, self-sufficiency 
and self-omnipotence. This attitude of “play- 
ing God,” of trusting too much our intellects 
or our physical bodies has been the result of 
our excessive reliance on secular or social 
sciences—whether they are called naturalism, 
humanism, behaviorism, secularism, or in the 
early Christian era, Gnosticism. 

The process of emotionally experiencing 
this new inner or deep self is amazingly un- 
known to too many people. This free inner 
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self is very close to what is known in theology 
as the experience of receiving the grace of 
God. This inner free self does not need to 
expend vast amounts of energy merely prov- 
ing one’s worthiness, or gaining prestige, posi- 
tion and power or material security. With 
this kind of self, one does not need to humili- 
ate or degrade oneself nor do the same to 
others. In this experience one does not have 
to isolate oneself or be a whirlwind extrovert; 
neither is it necessary to hide one’s talents nor 
feel that one has to be always on top of the 
heap. 

Its over-all effect is a simple belief in one’s 
own uniqueness as a human being, a sense of 
deep and wide awareness in all people and all 
things, and a feeling of constructive influenc- 
ing of others through one’s own personality. 
Once this realm of emotional experience is 
grasped, it becomes so wide and varied that 
one foresees no end to new emotional per- 
ceptions. Choices and decisions become easier 
to make; courageous stands can be taken with- 
out wavering; increasing responsibilities are 
not evaded. 

It is in this realm that a clergyman can, 
e.g., better know what is meant by “witness- 
ing”—the ability and the desire to influence 
or serve others helpfully, without compulsive 
duty or the need to feel useful. Worthiness 
and usefulness just flow, they are not forced. 
The difference between the words “emo- 
tional” and “spiritual” is felt more in terms 
of scope rather than in form. 

In this setting God and man seem less in- 
scrutably separated. This is particularly true 
in the Christian religion with its central 
theme of Christ and His love. The terms 
“soul” and “mind,” “salvation” and “emo- 
tional security,” “redemption” and healing or 
“therapy” on this basis have a closer kinship. 
In the understanding of the problem of sin, 
it would seem that the clergyman could ef- 
fectively emphasize the importance of the sins 
of omission, rather than the sins of commis- 
sion. Here the unwillingness, or perhaps the 
blindness to search for this true inner self 
becomes the real sin. Our failure is seen as 
selfishness, vanity, vindictiveness, abject com- 
pliance or detachment, and those aspects of 
our personality that have not yet had this en- 
counter with the “real self.” 


Unfortunately, the clergyman’s contact with 
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people does not reveal the heart and soul, 
or the inner man. His view is too often 
masked by the veneer and facade of outer 
personality. Does the minister recognize that 
patients in a psychiatrist’s office basically have 
spiritual problems? God’s way of awakening 
this need for inner transformation is revealed 
through anxieties, fears and symptoms. In ef- 
fect, Paul said that they come through “fear 
and trembling.” Emotional illness thus be- 
comes an opportunity for them to heed to 
this inner call. 


If clergymen would include these concepts 
of man and his emotions in the over-all reach- 
ing and preaching of the Bible, they would 
be better able to recognize the various false 
fronts which are different ways of expressing 
these same anxieties and fears in church life. 
The inner need remains the same. The minis- 
ter’s role, not unlike the psychiatrist’s, is to 
know how to create constructive concern and 
reawakening of this inner potential in man. 
He then will have realized one of his own 
goals—helping people know and feel the 
meaning of man’s relationship to God, to 
himself and to others. 


Discussion (Abstract) 


Dr. William Rottersman, Atlanta, Ga. The paper 
presented by Dr. Williams provides ample evidence of 
much thought and loving work. By well-chosen ex- 
amples, he brings us up to date on the influence of 
religion in many phases of our contemporary life and 
also of the growing interaction between religion and 
psychiatry. 

The increase in church attendance and church build- 
ing may not indicate as Dr. Williams states a “re- 
ligious renaissance” and that we are living in an “age 
of anxiety.” Perhaps these phenomena are more 
evidence of an increase in leisure time and an affluent 
society than of absorption in an ethical monotheism. 


When we speak of the relationship between psy- 
chitary and religion we must recognize there is no all- 
embracing psychiatry or religion. They each have 
their own leaders, schools and sects. Erich Fromm, 
who Dr. Williams has described as succeeding Freud, 
in his book Psychoanalysis and Religion, makes a 
distinction between two groups of religion—the first 
the authoritarian type which demands surrender to a 
power transcending the indi¥idual with beliefs akin 
to the political credos of dictator states. The second 
is the group of humanistic religions where there is an 
affirmation of human strength such as Buddhism, the 
religion of the Hebrew prophets, and early forms of 
Christianity. 

Similarly psychiatrists, as exemplified by Jung and 
Freud, have divergent views with regard to under- 
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standing man’s behavior and psychiatry’s relationship edge of man which would be helpful in the practice 
to religion. of his profession. 

We recognize that man’s existence, his relationship Meetings between psychiatrists and theologians per- 
to others, and to himself is proper subject matter for mitting an exchange of ideas and viewpoints is a vital 
both psychiatry and religion. Religion and clergymen necessity to diminish misunderstanding between the 
are among the important influences during the early, two professions. Psychiatry like all branches of 
formative phases of personality development. Under- science has its limitations and prejudices. Self-exami- 
standably the minister today recognizes a need for both nation—of our assumptions and our attitudes toward 
a better knowledge of himself and a practical knowl- religion is a duty and necessity. 


ST. LOUIS 
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The Third Party: 


Ir HAS BEEN A DIFFICULT matter to select a 
subject of interest to the members and guests 
of this Section of our Association. Primarily, 
we are concerned with Occupational Medicine 
and Surgery. Many factors and factions are 
developing in this field and I thought that it 
might be wise to consider the pros and cons 
of “The Third Party.” 

The third party in medical economics is a 
term applied to some plan of providing 
medical care wherein premiums received for 
such care are paid by the patient to an in- 
termediary and not directly to the physician. 
The physician eventually receives compen- 
sation for his service from the third party. 

George Baehr! points out that prepaid 
group practice has been labeled unethical by 
some local medical societies. The participants 
in this type of plan do so on a voluntary basis 
and are at liberty to change or discontinue any 
time they choose. Raymond McKeown,? indi- 
cates that the medical profession has been 
shown repeatedly the necessity to anticipate 
medical trends. To those who have followed 
such trends in Michigan, New Jersey, and in 
the several states wherein the United Mine 
Workers operate, the problem has become ap- 
parent. It is essential to determine the medi- 
cal needs of the general public and meet 
them by the most acceptable methods at our 
disposal. These problems will not be de- 
cided simply or quickly. Great patience and 
understanding must be present on all sides. 

The increasing public demand for more 
medical coverage is of deep concern to those 
interested in the third party in medicine. It 
is a fundamental business concept that the 
more service the customer requires, the great- 
er and higher the cost. Conceivably, this in- 
creasing cost could ultimately price the present 
medical coverage out of the market. 

Price, in an article entitled “The Health of 
a Nation,” believes that medical practice will 
change and a new type of family physician 


*Chairman’s Address, read before the Section on Industrial 
Medicine and Surgery, Southern Medical Association, Fifty- 
Third Annual Meeting, Atlanta, Ga., November 16-19, 1959. 
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emerge. The trend toward specialization will 
continue with an increase in group practice 
and clinics equipped to furnish more com- 
plete care of the ambulatory patient. 

The Blue Cross-Blue Shield qualifies as a 
third party. James C. McCann,‘ a physician, 
founded the Blue Shield in Massachusetts and 
was its president for 10 years. He points out 
that the philosophy of Blue Shield in Massa- 
chusetts was not evolved by a third party. It 
was evolved by the Massachusetts Medical So- 
ciety after years of study, by properly author- 
ized committees. In 1956, 50% of the people 
of the commonwealth of Massachusetts re- 
ceived $27,000,000 worth of Blue Shield 
benefits from more than 7,000 participating 
physicians (98%). 

David B. Allman, on May 8, 1956, speaking 
as President-Elect of the American Medical 
Association at the annual meeting of the 
Health Insurance Association of America, 
Washington, D. C., recognized the doctors’ 
new role in financing medical care. He em- 
phasized the difference in roles played by the 
individual physician and medical societies. 
The individual physician devotes himself 
primarily to the care of his patient, varying 
his fee to suit the financial status. Another 
mechanism has been developed which we now 
call “The Third Party.” The patient no 
longer pays his fee directly, since the financing 
process has been established for him. 

In its national role of interpreting the effect 
of a variety of medical care plans, the Ameri- 
can Medical Association has had to reflect 
the opinions of its affiliated medical societies. 
Often these opinions vary sharply. 

There exist, however, several basic criteria 
for judging any financial mechanism: 

1. Government should play a minimum 
role. 


2. The buyer and seller of medical service 
should enjoy maximum freedom. 

3. There must be incentive to the physician 
and the patient to exercise restraint in the 
utilization of medical service. 

The American Medical Association has 
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always favored voluntary plans, has given 
strong impartial support to both Blue Shield 
and to commercial health insurance. 

Lois R. Chevalier’ wrote on the inside story 
of the prospect that medicine will soft-pedal 
free choice of physicians and make peace with 
the United Mine Workers, Kaiser, and 
H.1.P. Free choice of physicians is not always 
necessary for good quality medical care. That 
is the finding of a 15 man group, the Ameri- 
can Medical Association Commission headed 
by Dr. Leonard Larson. Furthermore, the 
presidential address of Dr. Gunnar Gunder- 
sen came close to endorsing the report. He 
said, “We need a clear definitive policy re- 
garding medicine’s relationship with the so- 
called third party.” Another insider of the 
American Medical Association puts it more 
bluntly. He said, “Don’t forget that the 
United States Supreme Court once upheld a 
criminal conviction of the American Medical 
Association for violation of the antitrust law.” 

McCahan* calls attention to the reduction 
in occupational injuries and illness. Ninety 
per cent of all disability in our national work 
service results from nonoccupational causes. 
Properly oriented employer health service as- 
sists the employee through pre-employment 
and periodical health examinations on a vol- 
untary basis. The examining physician can 
discuss his findings with each employee and 
refer him to the family physician as indicated. 

Health service in industry is readily ac- 
cepted and supported by unions in general 
when they are convinced that such programs 
assist their members in keeping well and on 
the job. 

Mr. David Gingold, Vice-President of the 
International Ladies’ Garment Workers 
Union, made the following statement at a 
meeting of 100 physicians and union rep- 
resentatives on August 26, 1958, Forest Park, 
Pennsylvania: “Our human needs and values 
go beyond the aims of trade unionism. We are 
interested in the same things you are, ex- 
tension of life. It is the job of the union to 
promote health consciousness. This is as 
important if not more important than higher 
wages and better working conditions.” 

The American Medical Association pub- 
lished a summary report based on a cross 
section of physician attitudes toward volun- 
tary health insurance representing the entire 
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physician population of the United States." 
From this survey, some of the conclusions 
drawn were: 


1. Blue Shield and Blue Cross (considered 
together) private insurance, and consumer 
cooperative plans, in the order named, were 
the three types of insurance most commonly 
available, the plans with which the majority 
of physicians were under agreement and the 
plans most satisfactory to physicians. 


2. The majority of physicians believe that 
health insurance should be written by all 
agencies on a competitive basis. 

3. Over one half of the physicians were 
of the opinion that the primary function of 
health insurance is to provide financial as- 
sistance regardless of the patient’s income. 


4. Less than one quarter of the physicians 
felt that local health insurance programs were 
inadequate. 

5. Over one half of the respondent phy- 
sicians were of the belief that insurance pay- 
ments assumed by the patient would cover 
the entire professional field. 


These and other summations represent only 
a small portion to the total material acquired 
and would require further long and serious 
study. 

John Troan,’ syndicated Scripps-Howard 
science writer, in an article published in the 
Birmingham News, April 2, 1959, reviews a 
survey made by Mrs. Agnes Brewster, medical 
economist for the Social Security Agency, 
based on Blue Cross plans effective as of 
December 1958. This survey indicates that 
the Blue Cross is making it easier for persons 
past 65 to have hospital insurance. Of the 
79 Blue Cross plans in operation, the Social 
Security Administration reported only two, 
in New Mexico and Maine, leave policies 
intact when workers convert them on retire- 
ment. Three and one-half million persons 
past 65 have Blue Cross insurance. Two and 
one-half million have hospital insurance with 
commercial companies. When benefits are 
reduced for retired employees, this usually 
means fewer days of hospital care. Twenty- 
nine of the Blue Cross plans raised their rates 
last year. Fifty did not show any increase. 

It has been seen that the experience of 
medical practice with third party agents is 
extensive, both in duration and quantity. 
There are few doctors in recent years who have 
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not engaged in some form of third party 
practice, generally on a part-time basis. 

Under date of January 17, 1959, there was 
published a report by The Journal of the 
American Medical Association® This rep- 
resented a three and one-half year study of 
the various types of medical care plans 
throughout the United States. The Commis- 
sion reviewed three broad areas. 

1. The nature and operation of the various 
plans. 

2. The effect of these plans on the quality 
and quantity of medical care provided. 

3. The legal and ethical status of the ar- 
rangements used by the various plan;. 

No attempt was made to develop a “blue 
print” or a so-called ideal form of medical 
care program. No effort was made to advance 
one particular type of plan over another. 

The Commission presented information 
which had not been available heretofore. To 
those of us, who probably more than any 
other segment of our profession are in 
constant contact with some type of third 
party, it is recommended for careful study. 


THE THIRD 
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In conclusion, I would like to emphasize 
that the medical profession has been shown 
repeatedly the necessity to anticipate medical 
economic trends. The increasing public de- 
mand for more and more coverage poses a 
problem of deep concern for those interested 
in the third party relationship. The more 
service the customer requires, the greater and 
higher the cost. The art of medicine has no 
price tag. The availability and the mode of 
distribution of medical care do. 
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The Use of Electromyography: 


Case Presentation* 


LEWIS A. LEAVITT, M.D., and 


WILLIAM G. RYAN, M.D.,t Houston, Tex. 


THE APPLICATION OF ELECTROMYOGRAPHY in 
medicine continues to be a recognized clinical 
and laboratory procedure for the evaluation 
of neuromuscular disorders. The electromyo- 
graph in many large and well-equipped 
medical institutions is now as well received as 
the electrocardiograph or the electroenceph- 
alograph. The electromyographic examina- 
tion must be done by well-qualified personnel 
to remain a valid medical and clinical tool in 
patient care and should not be assigned to 
paramedical personnel. Without reservation, 
it belongs in the hands of those trained to do 
a detailed and accurate medical history and 
physical examination with its proper interpre- 
tation. The examiner is further required to 
have a_ better-than-average knowledge of 
human anatomy, kinesiology and muscle 
physiology. Electromyographic findings must 
be interpreted by the trained physician and 
not delegated, even in part, to the technician. 

Electromyographic examinations are done 
at the Veterans Administration Hospital, 
Houston, by the Physical Medicine and Re- 
habilitation Service on a consultive basis for 
evaluation, examination and, if possible, a 
clinical impression. Referrals originate from 
all Services within the hospital including 
Medicine, Surgery, Neurology and Psychiatry. 
Consequently, it has been our good fortune 
to see and evaluate a variety of disease 
processes. These include trauma to nerve 
and muscle, multiple compressions of nerves 
secondary to herniated nucleus pulposus and 
osteoarthritis, neuropathies due to toxins, 


*Read before the Section on Physical and 
habilitation, Southern Medical Association, Fifty-Third Ann 
Meeting, Atlanta, Ga., November 16-19, 1959. 

+From the Physical Medicine and Rehabilitation Service, 
Veterans Administration Hospital, and the Department of 
Physical Medicine and Rehabilitation, Baylor University Col- 
lege of Medicine, Houston, Tex. 


metabolic disturbances, myotonias, muscular 
dystrophy, as well as many psychosomatic dis- 
orders such as hysteria and conversion re- 
action. The Physical Medicine and Rehabili- 
tation Service enjoys a good rapport with the 
other Services and, thus, we are able to follow 
surgical cases preoperatively, participate in 
staff conferences, observe the surgical pro- 
cedures and follow patients postoperatively. 
The medical, neurological and psychiatric 
patients may also be observed and followed 
through their hospital stay. In certain cases, 
we have been able to follow the course of some 
patients for a period of two years or longer. 

We utilize the Meditron, 201 Electromyo- 
graph, in obtaining electromyograms of pa- 
tients in the hospital. We prefer and use the 
Monopolar exploring needle and skin needle 
electrodes. Four clinical cases have been 
selected for illustration,—the first 3 cases 
showing the diagnostic value of the electro- 
myograph and the latter case demonstrating 
nerve regeneration in muscle transplant. 

Case 1. A 45 year old, white male cab driver was 
admitted to the Neurosurgical Service on Oct. 31, 
1958, with the chief complaint of weakness of the left 
shoulder. 

The patient attributed the weakness in this area 
to a minor fall which occurred one week prior to his 
hospital admission. The physical examination re- 
vealed muscular weakness of the left deltoid, supra- 
spinatus and infraspinatus, brachioradialis and, to a 
minor extent, of the trapezius muscles. Sensation was 
intact. No pathologic reflexes were elicited except 
that the biceps tendon reflex on the left was absent. 
The patient had no complaint of pain. The routine 
laboratory work including blood chemical studies as 
well as an electroencephalogram were all interpreted 
as normal. 

On the 7th hospital day, the patient was referred 
for electromyographic examination of the extremities. 
The referring physician thought the patient probably 
had sustained an injury to the brachial plexus on the 
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left side. Electromyographic examination of the right 
upper and lower extremities were within normal 
limits. In the left upper extremity very definite 
fibrillation potentials of denervation were found 
throughout the deltoid musculature, with some spotty 
involvement of the biceps brachii and in the brachio- 
radialis muscle. Since the electromyographic exami- 
nation was done on the 14th day following the 
suspected trauma, it was thought sufficient time had 
not elapsed to allow fibrillation potentials to be mani- 
fest in the left upper extremity. The definite patho- 
logic findings prompted a more detailed review of the 
patient’s past history. The patient stated that 2 
months before coming to the hospital, he was in- 
capacitated and unable to work and, in fact, had not 
returned to work at all. He described his difficulty 
as a bout of influenza in which he had some fever 
and malaise, frontal headaches and generalized muscu- 
lar weakness that persisted. Therefore, it was our 
opinion that the patient had, instead of trauma to 
his brachial plexus, some more specific infectious 
process, such as an acute poliomyelitis. The patient 
refused additional studies and left the hospital against 
medical advice. 

If the electromyographic examination had been 
deferred for an additional week or so, we would have 
been more inclined to favor some type of injury to 
the brachial plexus. This case demonstrates the need 
of a detailed medical history. 

Case 2. A 28 year old white man had had a gun- 
shot wound to the right upper chest on Dec. 17, 
1955. Four months later he sought hospitalization. 
On physical examination it was noted that all 
neuromuscular components of the right upper ex- 
tremity were intact, with the exception of flaccidity 
of the right biceps brachii and brachialis muscles. 
The rest of his physical and laboratory examination 
was considered to be within normal limits. 

A reaction of degeneration test utilizing faradic and 
galvanic currents suggested a partial reaction of de- 
generation of the musculocutaneous nerve. Electro- 
myographic examination of components of the entire 
right brachial plexus revealed abnormality only in 
the musculature innervated by the musculocutaneous 
nerve. Fibrillation potentials of denervation and 
positive sharp wave potentials were demonstrated in 
the biceps brachii and brachialis muscles on rest. 
Upon attempts of voluntary action, nascent motor 
units and occasional polyphasic motor units were 
noted. The brachialis muscle showed less abnormality 
than the biceps by having more polyphasic potentials 
along with an occasional normal motor potential. It 
was the impression of the examiner that the 
musculocutaneous nerve was partially functioning. 

The findings were presented to the Neurosurgical 
Service and, after consultation, it was the opinion of 
both Physical Medicine and Rehabilitation and Neuro- 
surgical Services, that the patient should have surgical 
exploration. This was done on May 29, 1956. Scar 
tissue had formed over a distance of about two inches, 
with the proximal and distal portions of the muscu- 
locutaneous nerve appearing to be normal. After 
neurolysis direct electrical stimulation showed ap- 
proximately 50% response of the musculocutaneous 
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nerve as compared with the ulnar and median nerve 
upon stimulation with the same intensity of current. 
One month after operation the patient’s electromyo- 
graphic examination showed definite improvement in 
a decrease in fibrillation potentials of denervation, in- 
creased polyphasic potentials with giant motor po- 
tentials and an occasional normal motor potential 
being found in the biceps brachii. 

The patient’s course was followed by serial electro- 
myographic examinations for several months and on 
the last examination no major abnormality could be 
detected on the electromyogram. The patient had a 
complete functional return of the musculature of the 
right upper extremity. 

Case 3. A 39 year old, white male, college in- 
structor was admitted to Neurology Service with a 
history of headaches of one year’s duration. He was 
first evaluated and treated by his private physician 
in June of 1958, and later transferred to the care of 
a neurosurgeon. He was then referred to the Veterans 
Administration Hospital, Houston, for further clini- 
cal evaluation. The patient localized his pain pri- 
marily over the right brow and forehead, ranging in 
severity from a dull to a sharp pain and without 
radiation. Severe pain was relieved only by complete 
rest and analgesics and/or codeine. His physical ex- 
amination was entirely negative except for a slight 
proptosis of the right eye with a lag of the right 
lateral rectus muscle. The comprehensive laboratory 
work, in addition to the routine blood count, serology 
and urinalysis, consisted of numerous blood chemical 
studies, including protein-bound iodine, radioactive 
iodine uptake, basal metabolic rates, gastric analysis 
with histamine injection, spinal fluid examinations, 
electrocardiograms and electroencephalograms, all of 
which were reported within limits of normal. The 
radiologic evaluation consisted of examination of the 
chest, multiple views of the cervical spine and skull, 
including body section tomograms of the skull as well 
as bilateral carotid angiography and pneumoencephalo- 
gram, all of which failed to show any evidence of 
tumor. The likelihood of functional disease was con- 
sidered and the patient had psychiatric evaluation. 
The impression of the psychiatrist could be summed 
up by stating that there was no particular indication 
of any psychiatric problem in relation to his head- 
aches. 


Electromyographic study of the muscles of the right 
face; fibrillation potentials of denervation were found 
throughout the right frontalis muscle, sustained and 
quite definite. In the orbicularis oculi and temporal 
muscles, bursts of unsustained fibrillations were noted. 
On voluntary contraction of the involved muscle 


groups, motor components of decreased amplitude were 
present. 


Although electromyography has not produced an 
exact clinical impression or localized a definite lesion, 
it does establish the presence of some pathologic 
changes in the area of the patient’s complaint. At 
the time of this writing, the patient was still under- 
going neurologic diagnostic studies. 

Case 4. A 62 year old white man has a diagnosis 
of arteriosclerotic heart disease and recurrence of a 
squamous cell carcinoma of the lower lip without evi- 
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dence of metastasis. A wedge-shaped area containing 
cancerous tissue along with bordering healthy tissue 
was excised from the lower lip by the Plastic Surgical 
Service. A full thickness pedicle graft from the upper 
lip to the lower lip was then accomplished. All 
branches of the facial nerve innervating the labial 
musculature were excised with a full thickness in- 
cision and only a branch of the labial artery re- 
mained. 

Eighteen days postoperatively, an electromyographic 
examination of the full thickness flap showed only 
electrical silence. —Two months later another electro- 
myographic examination showed only fibrillation of 
denervation with an occasional positive sharp wave at 
rest; on voluntary effort some normal motor po- 
tentials at variable amplitudes from 100-150 microvolts 
were observed. The patient was not seen again until 
11 months postoperatively when electromyographic 
examination of the rotated flap revealed some normal 
motor potentials with decrease of abnormal motor 
potentials, thus, indicating that further reinnervation 
was occurring. At 16 months postoperatively, another 
examination revealed no abnormal muscle potentials 
at rest and, when the patient pursed his lips, there 
were normal motor potentials throughout the flap. 
This indicated that electromyographic examination of 
the rotated flap was normal, that reinnervation had 
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occurred and voluntary muscular contraction was 
present. This patient is only one example of a series 
of patients whose course was followed after such 
surgical procedures, and indicates that full thickness 
flaps rotated between the upper and lower lips be- 
come functional striated muscle tissue as shown by 
serial electromyographic examinations. 


Summary 


Electromyography is very helpful as an 
adjunctive diagnostic tool in the evaluation 
of patients with neurologic disorders in a 
general medical and surgical hospital. These 
4 case summaries illustrate the value of the 
procedure in clinical practice in differential 
diagnosis, establishment of the degree of in- 
volvement, prognosis, presence of organic dis- 
ease and research. In correlation with clinical 
findings, electromyography is a very useful 
laboratory procedure. 
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Adjunctive Steroid Treatment of 
Colles’ Fractures: Results in 21 Cases 


ARTHUR L. BROOKS, M.D.,t New Orleans, La. 


Co.tes’ FRACTURES have been treated with 
varying degrees of success since fractures have 
existed. The complications of the various 
methods of treatment have ranged from little 
or none to most vexing problems. 

The physician faced with the problem -of 
treatment of this fracture must understand 
its basic nature and document in his own 
mind the fundamentals that need be out- 
lined so that he may carry out the planned 
treatment. This approach will lead to a 
much better routine end result than the “in- 
novate as you go” attitude. 

It seems pertinent to discuss briefly the 
problem posed by Colles’ fractures. Although 
persons of all ages may sustain such fractures, 
the incidence of this injury begins to rise in 
the third and fourth decades of life, most of 
the problem cases occurring in women in the 
fourth to sixth decades of life. This is due 
in part to the fact that women in this age 
group are susceptible to osteoporosis and may 
have an unstable anatomic nervous system and 
a low threshold for pain. However, many 
patients are by their very nature susceptible 
to “joint stiffness,” and it is impossible to pre- 
dict who these patients are. The second 
major problem in Colles’ fractures is the in- 
jury to the soft tissue which occurs regularly 
rather than occasionally. This includes minor 
to severe damage of the tendons, arteries and 
nerves. 

Definitive treatment, therefore, should con- 
sist in reduction of the fracture followed by 
immobilization in a cast, control of swelling, 
and restoration of function in the hand. To 
attain these ends it is often necessary to 
jeopardize control of fracture fragments in 
order to control swelling. 

Methods used to control pain and swelling 
vary. Some do not treat mild to moderate 
deformities. Others reduce all fractures and 


+From the Department of Orthopedics, Ochsner Clinic, New 
Orleans, La. 


advocate elevation of the extremity, applica- 
tion of cold packs, use of pressure dressings 
on the hand or just loosening the cast. In re- 
cent years enzyme anti-inflammatory agents 
have been used with varying degrees of 
success. 

With the advent of the corticosteroids came 
the possibility of better control of pain in 
some traumatic inflammatory conditions. In 
the hope of reducing the pain and swelling 
from the injury, it was decided to inject di- 
rectly into the fracture site one of the less 
soluble steroids. Since prednisolone tertiary 
butylacetate (Hydeltra T.B.A.), had been 
routinely used for therapy in soft tissues and 
joints, this drug was utilized. 

Almost two years ago use of Hydeltra T.B.A. 
was begun as an adjunct in the treatment of 
Colles’ fractures. Since then 21 adult patients 
have been treated. The regimen has con- 
sisted of an injection of the fracture site of 
the radius and ulna styloid with 8 cc. of a 
1% solution of lidocaine (Xylocaine), mixed 
with 2 cc. of Hydeltra T.B.A. The fractures 
were then manipulated and a sugar-tong cast 
was applied. The patients were instructed to 
keep the arm elevated for two days, and do 
metacarpophalangeal joint and finger flexion 
exercises 25 times every two hours. 

Results have been extremely gratifying. The 
problem of major swelling has been largely 
overcome but slight fullness of the fingers 
was occasionally noted. One patient with 
severe displacement of the original fracture 
had slight to moderate swelling. The second 
most gratifying result was decrease in pain so 
patients required a minimum of narcotics 
and could do the finger exercises early. Thus 
far, nonunion of fracture infection, and the 
like have not occurred. This, however, does 
not preclude radial shortening, but if the 
proper range of motion exercises, i.e., ro- 
tation, dorsiflexion of the wrist after re- 
moval of the cast and finger exercises, are 
carried out, immediately after the fracture 
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fewer sore wrists and fingers will be en- resent a large series, the regimen employed in 
countered. This is made possible by a __ these cases so modified the early course after 
smoother, less painful, early course after frac- fracture that it would seem to represent an 


ture as a result of the treatment employed in _advance in the handling of this most common 
our patients. Although 21 cases do not rep- __ difficult problem. 
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The Surgical Management of 


Congenital Glaucoma’ 


G. THOMAS KIFFNEY, JR., M.D., GEORGE W. MEYER, M.D., and 
SAMUEL D. McPHERSON, JR., M.D.,t Chapel Hill, N. C. 


Fortunately congenital glaucoma is a rare disease. Its prognosis, even with treatment, has been 
poor. However, in the recent past the outlook has improved by the introduction 


of goniotomy as a means of therapy. 


THE MANAGEMENT OF THE PATIENT with 
congenital glaucoma has been quite dis- 
couraging in the past. Since Barkan’s! paper 
showing the success of goniotomy, the prog- 
nosis has changed considerably, and a satis- 
factory means of controlling intraocular 
tension has become available. 


Congenital glaucoma is a rare condition and 
is seen infrequently by the average ophthal- 
mologist. Anderson? found the incidence to 
vary from 0.03 to 0.079% in various clinics. 

The majority of previous reports con- 
cerning the surgical treatment of congenital 
glaucoma have come from centers where the 
disease is seen frequently and the individual 
surgeons are perhaps more proficient in its 
treatment. 

The purpose of this paper is to report the 
results obtained in the surgical treatment of 
congenital glaucoma when the disease is seen 
occasionally and operations are done in- 
frequently. The results and complications 
that can be expected by the average surgeon 
doing an occasional goniotomy are shown. 

For the purpose of this paper, congenital 
glaucoma is defined as an increase in intra- 
ocular pressure manifested during the first 
three years of life and due to an ocular defect 
present at birth. 


Clinical Material 


The records of all patients admitted to the 
North Carolina Memorial Hospital.and Mc- 
Pherson Hospital since 1949 with a diagnosis 


*Read before the Section on Ophthalmology and Otolaryn- 
y, Southern Medical Association, Fifty-Third Annual 
Meeting, Atlanta, Ga., November 16-19, 1959. 
+From the McPherson Hospital, Durham, N. C., and the 
Division of Ophthalmology, University of North Carolina 
School of Medicine, Chapel Hill, N. C. 


of congenital glaucoma and who had been 
followed for at least three months were se- 
lected for analysis. There were 17 such 
records involving 33 eyes. Of the 17 patients, 
11 were Negroes and 6 were white; 10 were 
male and 7 female. 

The minimum period of time after the last 
surgical procedure on any patient was three 
months; the maximum was six years. The 
course of one patient was followed for three 
months; two patients were followed for six 
months, and the remainder for from two to 
six years. The average duration of follow-up 
was 22 months. 

There were 10 resident and staff surgeons 
who performed a total of 65 operations. The 
most operations performed by one surgeon 
was 1], and the least was two. 


Procedure 


Tension. All tensions were done in Stage 
III, Plane 3 of ether anesthesia administered 
by the open drop method. Tensions were 
measured with a Schi¢tz tonometer; record- 
ings were taken from the 1955 calibrated scale. 
Corneal diameters were measured in the hori- 
zontal meridian with calipers at every record- 
ing of tension. 

Goniotomy. The pupils were constricted 
preoperatively with pilocarpine to minimize 
the hazard of injury to the lens. A lid specu- 
lum was then inserted. Conjunctiva was 
grasped with a toothed forceps for fixation. 
A primary incision was usually made at nine 
o’clock in the right eye and at three o’clock 
in the left eye 1 mm. behind the limbus. A 
Barkan, or Scheie knife, depending on the in- 
dividual surgeon’s preference, was passed 
across the anterior chamber avoiding the 
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pupillary opening and passed into the 
chamber angle opposite the incision. The tip 
of the knife was then swept through the angle 
for one third or one fourth of the corneal 
circumference. The knife was withdrawn and 
the eye dressed with pilocarpine ointment 
and a sterile eyepad. A gonioscopic lens was 
not used, the general feeling being that it was 
unwieldy, did not seem to improve the results, 
and usually visibility was poor due to corneal 
edema, even after removing the epithelium. 

Goniopuncture. A lid speculum was in- 
troduced. Then a balloon of conjunctiva was 
made with isotonic saline opposite the pro- 
posed point of incision. The goniotomy 
knife was introduced as in a goniotomy and 
passed across the chamber into the opposite 
angle, at the point of the previously ballooned 
conjunctiva. The point of the knife was 
carried through the trabeculum and sclera 
until it was visible beneath the ballooned 
conjunctiva. The knife was then withdrawn 
and the eye dressed with pilocarpine oint- 
ment and a sterile eyepad. 

Combined Goniopuncture and Goniotomy. 
This was a combination of the two above pro- 
cedures; a goniopuncture was usually done 
following the goniotomy. The eye was dressed 
with pilocarpine and a sterile eyepad (Fig. 1). 

Postoperatively, dressings were removed 
after 24 hours and the eye operated upon 
left uncovered. The patient was usually dis- 
charged on pilocarpine drops to avoid anterior 
synechiae, 48 or 72 hours postoperatively, pro- 


FIG. 1 


Goniotomy knife is passed across the anterior chamber into 
a bleb of conjunctiva in performing a goniopuncture. The 
broken line indicates the previously performed goni y. 
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TABLE 1 
SUCCESS OF PRIMARY PROCEDURE 


Number of Eyes 
Operated On Success Failure 
Goniotomy 29 ll 18 
Combination 2 2 0 
Goniopuncture 1 0 1 
Cyclodiathermy 1 0 1 
TOTAL 33 13 20 


vided there were no operative complications. 
Postoperative tensions and corneal diameters 
were recorded at two weeks, one month, three 
months, six months and annually after oper- 
ation. If any elevation in tension was noted 
at these subsequent checks, a secondary surgi- 
cal procedure was then performed. 


Results 


In determining the results of treatment in 
congenital glaucoma, it is difficult to have a 
criterion that shows the functional results 
since vision cannot be measured in infants. 
Postoperative intraocular pressure seems the 
most reliable guide. 

We have taken as our standard of nor- 
malcy, those eyes which had an intraocular 
pressure below 25 mm. Hg. (Schi¢tz, 1955 
scale) 3 months after operation, and which 
show no other signs of progression, such as 
increase in corneal diameters. 

Primary operation was performed on a total 
of 33 eyes, 29 of which had goniotomies. The 
results are shown in table 1. Of these 29 
goniotomies, 11 were successful and 18 were 
unsuccessful. There were two combination 
goniotomy and goniopunctures performed; 
both were successful. Goniopuncture done 
on one eye as a primary procedure and 
cyclodiathermy punctures on another eye 
were failures. 

Table 2 shows the result of surgical pro- 
cedures upon the 20 remaining uncontrolled 
eyes. Eighteen eyes had goniotomy performed 


TABLE 2 
SUCCESS OF SECONDARY PROCEDURE 


Number of Eyes 
Operated On Success Failure 
Goniotomy 18 8 10 
Combination 2 1 1 
TOTAL 20 9 11 
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TABLE 3 
SUCCESS OF THIRD PROCEDURE 


Number of Eyes 


Operated On Success Failure 
Goniotomy 5 4 1 
Cyclodiathermy 5 4 1 
TOTAL 10 7 2 


as a secondary procedure, of which 8 were 
successful. Two eyes had a combination 
goniotomy and goniopuncture of which onc 
was a success. 

Table 3 shows the result of the third oper- 
ative procedure performed on 10 of the 11 
remaining uncontrolled eyes. In 5 eyes 
goniotomy was done as a third procedure, 
and in 5 eyes cyclodiathermy punctures were 
performed as a third procedure. Four eyes 
with each procedure were controlled. The 
one remaining eye was in a patient for whom 
further surgical treatment was refused. 

Of the 33 eyes with congenital glaucoma, 30 
had a final normalization of tension for at 
least three months. Of the 3 eyes uncontrolled, 


TABLE 4 
RELATION OF CORNEAL DIAMETER TO CONTROL 


Corneal 
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all occurred in patients with bilateral dis- 
ease. Two eyes remained uncontrolled despite 
multiple surgical operations, and vision was 
reduced to light perception. The other eye 
was not controlled with surgery due to re- 
luctance on the part of the parents for 
further operative procedures. The amount 
of vision remaining in this eye is unknown. 

Corneal diameter was reported in 25 of the 
33 eyes and is shown in table 4. When the 
preoperative corneal diameter was less than 
14 mm., control of tension was invariably 
effective. All failures in this group occurred 
in patients who had corneal diameters greater 
than 14 mm. 

Complications 


A summary of the complications observed 
in 57 goniotomies, goniopunctures, or a com- 
bination of the two, is shown in table 5. We 
have divided hyphemias into three groups, 
mild, moderate and severe. We interpret a 
mild hyphemia as blood occupying less than 
one fourth of the anterior chamber. A 
moderate hyphemia is one which occupies 
from one fourth to one half of the anterior 
chamber. In severe hyphemia, we have in- 
cluded all those hyphemias in which the 
blood occupied more than one half of the 
anterior chamber. As can be seen from table 


, 5, only the severe hyphemias required surgi- 
12.0 2 2(100%) cal intervention. A paracentesis was _per- 
12.5 2 2(100%) formed on 3 severe hyphemias, and recovery 
was uneventful. Hyphemias had no adverse 
14.0 4 4(100%) effects on tension or the general condition of 
the eye. There was one cataract encountered 
155 ° Sie » in these 57 operations which was caused by 
the goniotomy knife striking the lens. Irido- 

caine «a » capsulectomy was required 9 years later. The 

TABLE 5 


COMPLICATIONS OF 57 GONIOTOMIES, GONIOPUNCTURES OR COMBINATION 


Complication Number 
Mild hyphemia 

(less than “4 of 9 
anterior chamber) 

Moderate hyphemia 

to of anterior 2 
chamber) 

Severe hyphemia 

(More than 4% of 3 
anterior chamber) 

Cataract 1 
Iris prolapse 1 
Iridodialysis 3 
TOTAL 19 


Per Cent Result 
16.0% All cleared without treatment. 
3.0% All cleared without treatment. 
5.0% All required a paracentesis with- 
out adverse effect on tension. 
1.0% Iridocapsulectomy, 9 years later, 
normotensive since goniotomy. 
1.0% Excision of prolapsed iris and 


air bubble. Tension normal 6 
months later. 


5.0% No adverse effects. 
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eye has been normotensive since goniotomy, 
vision is 20/25 with correction. One prolapse 
of the iris was encountered, and this was 
treated by excision of the iris and injection 
of air into the anterior chamber without un- 
toward effect. Three iridodialyses were noted 
but without adverse sequelae. 

There were no operative complications fol- 
lowing cyclodiathermy punctures encountered 
in this series. 

Discussion 

During the past 10 years, our incidence of 
individuals with congenital glaucoma has 
been approximately one of 9,000 new clinic 
patients. One would expect any surgical pro- 
cedure done so infrequently to have a small 
degree of success. Nevertheless, in 30 of the 
33 eyes treated in this series tension was con- 
trolled. This fact should encourage the 
average surgeon to expect a high incidence of 
control with goniotomy, goniopuncture or a 
combination of the two. 

It is interesting to note that in all 30 eyes 
control was accomplished with three or less 
surgical procedures. This does not mean that 
if the tension is uncontrolled with three oper- 
ative procedures, it will remain uncontrolled, 
but it does imply that the majority of eyes 
will be controlled with three or less pro- 
cedures. 

Cyclodiathermy was effective in controlling 
4 of 5 eyes operated as a third procedure, and, 
though this figure is statisically insignificant, 
we feel that it does imply a possible method 
of control in refractory cases. Forbes? and 
Kluyskens* have also reported good results 
using cyclodiathermy in congenital glaucoma. 

One wonders why some eyes are unrespon- 
sive to surgery. In the present series, parents 
of the child with one of the uncontrolled 
eyes refused further operation after the second 
procedure. The 2 remaining uncontrolled 
eyes were in 2 different individuals with bi- 
lateral disease. Both of these eyes had six 
different surgical procedures and are not yet 
normotensive. The other eyes of these 2 
people have been controlled with two and 
three surgical procedures. We can offer no 
explanation for this phenomenon, although 
2 failures were noted to occur in eyes with 
corneal diameters in excess of 14 mm. when 
the patients were first seen. 
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The most frequent complication encoun- 
tered was hyphemia, and paracentesis was re- 
quired in only 3 instances. In no case did 
hyphemia influence the final result. 

Iatrogenic cataract was the most serious 
complication incurred. It can usually be 
avoided if care is taken to keep the knife 
away from the pupillary opening. Preoper- 
ative instillation of pilocarpine will also help 
to minimize the chances of this occurring. 

We had no incidence of postoperative in- 
fection in this series. To reduce the chance 
of infection, we employ two separate sets of 
surgical instruments and drapings when oper- 
ations are performed bilaterally. Thus, in 
transferring from one of the patient’s eyes to 
the other, a completely new set-up is used. 
If, by chance, an infection is encountered, 
this might reduce the possibility of its being 
bilateral. 

As many authors have pointed out, the 
earlier the disease is recognized and controlled 
the better is the prognosis. Unfortunately, 
most of the patients with congenital glaucoma 
are not seen by the ophthalmologist until 
corneal stretching or corneal edema has oc- 
curred. All of the patients in this series, when 
first seen, had corneal edema. This indicates 
a rather advanced stage in this disease process 
and lessens the chances for a good functional 
result. Despite this, procedures such as 
goniotomy and goniopuncture offer the aver- 
age ophthalmologist a reasonable chance of 
success in controlling increased intraocular 
pressure due to congenital glaucoma. 


Summary and Conclusions 


1. Thirty-three eyes with congenital 
glaucoma treated with goniotomy, gonio- 
puncture, a combination of the two, and 
cyclodiathermy punctures are presented. 

2. Thirty of 33 eyes were controlled with 
three or less surgical procedures. 

3. The most frequent complication was 
hyphemia, but this did not influence the final 
result. 

4. Although congenital glaucoma was in- 
frequently encountered, good results were ob- 
tained in the present series by the occasional 
operator. 
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Discussion (Abstract) 


Dr. Alston Callahan, Birmingham, Ala. The es- 
sayists have furthered our knowledge in an important 
field of ophthalmology, but with two of their points I 
disagree. 

They classify themselves improperly as “occasional 
operators” for they operate with relative frequency. 
They make clear that well-planned and well-executed 
angle surgery is likely to correct congenital glaucoma 
even though the ophthalmic surgeon who does it does 
not perform a goniotomy each week. The ophthal- 
mologists at the McPherson Hospital have the respon- 
sibility for much ophthalmic surgery, and those who 
are doing eight or ten major eye operations each week 
are in good training for goniotomies even though they 
may perform them only once each six months. 

My other disagreement is that complications do oc- 
cur more frequently than their paper indicates, especi- 
ally if the patients are followed for ten years. That 
they have had so few complications is a tribute to the 
care and skill which they give their patients, but eyes 
with congenital glaucoma are occasionally lost be- 
cause of operative or postoperative complications and 
sometimes surgery is ineffective. With the lapse of 
more time, more complications occur, and since I have 
followed the course of congenital glaucoma patients 
for more years than appears in this series, an illustra- 
tion is indicated. 

The parents of a 3 month old infant, W. G., noted 
that his corneas were cloudy, and his local ophthal- 
mologist used miotics without success. At the 
age of 6 months he referred the infant to me (1948). 
A goniotomy was performed on each eye, lowering the 
tension to 12 mm. Hg. in each eye. At regular inter- 
vals the child was hospitalized, anesthetized, and the 
ocular tension recorded. When he was 2 years old, the 
tension was 15 mm. Hg. O.U. and it was noted that a 
small anterior synechiae was present at the site of the 
goniotomy puncture in the right eye. There was no 
aqueous leak and after some consideration the an- 
terior synechiae was not repaired because the anterior 
chamber was of normal depth, pupillary reflex was 
normal, etc. 
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Six months later the family physician noticed that 
following a severe conjunctivitis the pupil had a yel- 
lowish appearance, and an intractable intraocular in- 
fection developed. Because of intensive antibiotic 
treatment the culture was negative, but it was neces- 
sary to remove the eye. 

In 1950, the left ocular tension was 35 mm. Hg. and 
a second goniotomy was performed, entering the an- 
terior chamber through the nasal limbus. This reduced 
the tension to 10 mm. Hg. and a year later it was 14 
mm. Hg. In 1952, when the child was 4, the tension 
was 25 mm. Hg.; in 1953, 23 mm. Hg.; in 1954, 23 mm. 
Hg.; in 1955, 25 mm. Hg.; and in 1956, 20 mm. Hg. 

By 1957, the ocular tension had increased to 30 mm. 
Hg. The patient then was old enough to cooperate in 
having tension recordings without general anesthesia. 
During 1957, miotics and Diamox controlled the ten- 
sion at around 20 mm. Hg. However, in February 
1958, miotics and Diamox became ineffective, the ten- 
sion increased to 32 mm. Hg. and in May 1958, an 
iridencleisis was performed. 

From then to the present, November 1959 (Fig. 1), 
the ocular tension has remained between 7 mm. 
Hg. and 16 mm. Hg. We believe the prognosis for 
useful vision is good, because the child, now 12 years 
old, has a full field and 20/40 vision. 


FIG. 1 


W. G., 12 years old, whose congenital glaucoma has been 
followed since birth. The right eye was lost because of an 
infection through a goniotomy wound; the tension of the 
left eye has been controlled with two goniotomies and, in 
1958, an iridencleisis. 
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Abdominal Pregnancy at Term with 
Delivery of a Normal Living Infant 


CHARLES I. WARFIELD, M.D., Silver Springs, Md. 


ABDOMINAL PREGNANCY at term is no longer 
considered a rare clinical entity. However, 
the delivery of a living infant at term with- 
out abnormality and which survives is still 
classified as relatively rare. It is for this 
reason that this case is being presented. 


In 1933, Cornell and Lash! reviewed the 
literature on abdominal pregnancy and found 
60 cases which went to term. Ware? reported 
13 cases between 1930 and 1946. Beacham and 
Beacham* reported 20 cases in 41,000 de- 
liveries in 1948. Acosta-Sison* reported only 
16 cases up until 1956. Graham and Curry® 
recently reported 2 cases among 7,887 de- 
liveries extending from 1954 to 1958. From 
the entire group there was only an exceed- 
ingly small percentage of normal living in- 
fants who survived. 

I have reviewed the statistics in the Wash- 
ington, D. C., area for a 10 year period ex- 
tending from 1947 through 1956. During this 
time there was a total of 204,565 deliveries 
with only 6 abdominal pregnancies reported 
at term—an incidence of | in 34,094 deliveries. 
From the 6 abdominal pregnancies there were 
only 2 normal living infants which survived— 
thus reducing the incidence of the entity to 
1 in 102,283 deliveries. 


Case Report 


L. M., a 30 year old negress para 0, gravida 2, was 
seen in the office for the first time June 1, 1954, in 
her 11th week of gestation. The expected date of de- 
livery was December 22, 1954. 

Her first pregnancy ended in a ruptured tubal 
pregnancy in her 8th to 9th week of gestation, for 
which a right salpingectomy was done. 

Her initial physical examination was noncontribu- 
tory except for a low hemoglobin. 

The prenatal course was uneventful until approxi- 
mately 6 weeks after her initial visit, when she com- 
plained of lower abdominal pain, backache, and 
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dysuria. A diagnosis of pylonephritis with cystitis was 
confirmed and the patient responded well to therapy. 
Approximately 2 weeks later she complained of R.L.Q. 
pain with occasional nausea and constipation. Ex- 
amination was negative and she responded to con- 
servative therapy. The next episode of R.L.Q. pain 
associated with R.U.Q. pain occurred 2 months later— 
this also responded to conservative therapy within 24 
hours. On November 2, the patient was sent to a 
radiologist for an x-ray film of the abdomen because of 
an abnormal position (transverse lie) and the palpation 
of fetal parts so close to the anterior abdominal wall. 
The tentative diagnosis given the radiologist for con- 
firmation was abdominal pregnancy or multiple 
pregnancy. 

The radiologist’s report was “Single pregnancy at 
about 8 months gestation, in breech position with no 
evidence of extra-uterine pregnancy.” X-ray examina- 
tion was repeated on November 16.—Impression at this 
time was, “Single pregnancy. R.O.A. position.” 

The patient was in the office December 23, writhing 
with lower’ abdominal pain, unable to walk, and 
seemed to have no contact with reality. The fetus was 
still in a transverse lie. Temperature was 99.2°, B.P. 
120/85. There had been a definite loss of weight in 
the last 10 days. She was admitted to Georgetown 
University Hospital where she was treated with sup- 
portive therapy and responded well. On December 
24, she began to have questionable mild to moderate 
“uterine” contractions. X-ray pelvimetry at that time 
revealed, “Single fetus, frank breech, oblique lie with 
no evidence of disproportion.” I was convinced at this 
time, in spite of all findings and beliefs to the con- 
trary, that this patient had an_ intra-abdominal 
pregnancy. Her general condition was satisfactory and 
the fetal heart tones were of normal rate and quality. 
She suddenly began to complain markedly of lower 
abdominal pain during the early morning of Decem- 
ber 25. 

She was taken to the operating room for a lapa- 
rotomy. A living, female infant, weighing 6 pounds 
114 ounces was delivered from the abdominal cavity 
(Fig. 1). The fetus was healthy and strong and re- 
sponded immediately. The placenta was extremely 
large, occupying the entire abdominal cavity, being 
attached to the uterus (there was a rupture in the 
right cornu approximately 6 to 7 cm. in diameter), 
broad ligaments bilaterally, bowel, omentum, lateral 
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pelvic wall, kidney, etc. (Fig. 2). The cord was tied 
off short and the placenta left in situ. The abdominal 
cavity was closed in layers without drains. She re- 
ceived 500 cc. of whole blood during the operation. 

The patient had an essentially uneventful post- 
operative course and was discharged with her infant on 
her 10th postoperative day. 

Careful examination of the infant with radiologic 
studies of all joints, long bones, and skull during its 
hospital stay and since has revealed no evidence of 
abnormality whatever. 
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The patient was seen in the office at regular one 
month intervals until September 1955. The abdominal 
mass had receded to the size of a 2 to 214 month 
gestation and was located just above the symphysis. 
She felt and looked well, and had had normal menses 
each month beginning at her third postpartum month. 


Discussion 
In this paper, only cases of 28 weeks gesta- 
tion or more were considered. It has been 
stated that abdominal pregnancy is sixteen 
times more common in the negro than in the 
white population. 


Cases are classified as primary or secondary 
—with the secondary abdominal pregnancies 
being the most common. There are a great 
many who doubt the existence of a primary 
abdominal pregnancy. 

Abdominal pregnancy is a serious condition 
to both the mother and the fetus. The fetal 
mortality is variously reported as between 75 
to 80 per cent. In Ware’s cases, only one 
fourth of the women who went beyond five 
months had viable babies—of these, one third 
had major deformities imcompatible with 
life, and only 50% lived eight days or more. 
Maternal mortality is approximately 14 to 15 
per cent. 


In 98% of the cases reviewed the primary 
and outstanding complaint throughout the 
pregnancy was relatively frequent episodes of 
abdominal pain. The second most common 
finding was an abnormal fetal position. 


The concensus of opinion favors immediate 
operation as soon as the diagnosis is made. 
Deferring surgical intervention increases the 
chances of fetal deformity and death, and of 
complications to the mother. 

It is my opinion that in this particular case 
the radiologic studies done were of relatively 
little positive diagnostic help. However, the 
recent technic devised by Weinberg and 
Sherwin® of using the lateral radiogram seems 
to add materially to the radiologist’s and 
obstetrician’s armamentarium in these cases. 

There is no argument at present as to the 
removal of the placenta. All agree that it 
should be left in situ. This also holds true in 
regard to adequate preparation for the re- 
placement of possible massive blood loss. 


Summary 


1. Delivery of a normal living term 
abdominal pregnancy is very rare—being | in 
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102,283 deliveries in the Washington, D. C., 
area in the last 10 years. 

2. Close attention to the patient’s frequent 
complaints of abdominal pain and _ the 
presence of an abnormal position may help 
alert the practitioner to the possibility of an 
abdominal pregnancy. 

3. Operation should be done as soon as a 
diagnosis is made, and there should be ade- 
quate preparation for replacement of blood 
loss. 
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4. The placenta should be left in situ. 


800 Pershing Drive 
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Colonic Cleansing for Pyelography: 


An Evaluation of a New Type of Enema 


CHARLES A. BREAM, M.D.,f and FRANCIS D. PEPPER, JR., M.D.,t 


Chapel Hill, N.C. 


Though this new enema does not prepare the colon for barium enema, 
it does permit a higher percentage of satisfactory urograms. 


THE DIAGNOSTIC INFORMATION that can be ob- 
tained from radiographic examination of the 
abdomen is largely limited by the amount of 
gas and fecal material in the intestinal tract. 
In a survey of abdominal films attempting to 
determine renal outline and size, 32% were 
indeterminate because of intestinal contents. 
This was also true in another study for the 
evaluation of the diagnostic quality of excre- 
tory urograms. In the fall of 1957, a colonic 
actuator (WIN 9059A*) was made available 
to us for study. 

The history and pharmacology of this mate- 
rial are reviewed in the article by McLaren, 
King and Copland, Schlegel,? and Salzman 
and Wise.’ After preliminary trials of its use 
in barium enemas, we returned to the use of 
tannic acid because of the poor mucosal pat- 
tern on the postevacuation film. With their 
barium enema technic, McLaren, King and 
Copland! obtained good diagnostic studies 
using Veripaque and observed fluoroscopically 
the physiology of colonic evacuation. Andren, 
Frieberg and Welin‘* use both tannic acid and 
dihydroxydiphenylisatin in their barium en- 
ema examinations. However, using the barium 
enema technic practiced in this country, we 
arrived at the same conclusions as Barnhard 
and Crow,® and now use dihydroxydiphenylis- 
atin only as a cleansing enema. 

This report evaluates the effectiveness of 
this substance as a cleansing enema for the 
preparation of patients referred for excretory 


+From the Department of Radiology, University of North 
Carolina School of Medicine, Chapel Hill, N. C. 


tFellow, American Cancer Society. 


*Now Lavema (Winthrop Dihy- 
droxydiphenylisatin 20 mg., lactose q.s. ad. 3.0 Gm,, stabilized 
with edathamil disodium and sodium stearate). 

The Lavema was kindly supplied by Winthrop Laboratories, 
New York, N. Y. 


urography and the better diagnostic quality of 
the pyelograms. Frequently intestinal gas and 
residual fecal material interfere with or con- 
fuse the clear delineation of the contrast ma- 
terial in the renal collecting systems. The 
elimination of all of these confusing intestinal 
shadows by means of thorough cleansing of 
the colon would make possible more detailed 
evaluation of renal size, shape and structure. 


Clinical Studies 


Administration. One envelope of the pow- 
der is mixed with three pints of tap water and 
the enema administered one hour or less be- 
fore the x-ray examination. The technic of 
administration is important because the solu- 
tion must come in contact with the mucosa to 
be effective. The entire colon is filled and the 
patient requested to retain the solution for 
five minutes before evacuating. We have not 
used distilled water as advocated by Barnhard 
and Crow. Recently a disposable enema unit 
containing 20 mg. dihydroxydiphenylisatin 
propylene glycol 9.0 cc. and superinone 135 
mg. (total volume 180 cc.) has been made 
available for investigation. Our experience 
with this unit has been too limited for evalu- 
ation, but the critiques returned to us by the 
nursing service are extremely favorable, espe- 
cially as to ease of administration and conser- 
vation of time for personnel. However, it is 
our impression that the right side of the colon 
has not been well cleansed, since the total vol- 
ume of liquid is too small to reach this area. 
This disposable enema unit would be of value 
for cleansing the lower colon prior to en- 
doscopy. 

Material. We have reviewed the films of 
594 hospitalized patients referred for excretory 
urography performed after the administration 
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of three-pint cleansing enema, in which 0.02 
Gm. of dihydroxyphenylisatin had been 
mixed. The survey film of the abdomen was 
used primarily to evaluate the status of the 
bowel. Two examiners assessed each examina- 
tion and each study was graded (Table 1). The 
urograms were evaluated using criteria similar 
to those of Mullen and Hughes*® (Table 2). 
For convenience in analysis they were placed 
in two large groups (Table 3). 

A comparison of the results of using this 
new preparation showed 59% excellent or 
good, and 41% fair or poor. This is not out- 
standing, but when correlated with the grad- 
ing of the urograms it is apparent that with 
good preparation of the bowel the percentage 
of excellent or good pyelograms is much 
higher, 83% versus 51 per cent. When the 
colon is clean, the renal collecting systems are 
clearly outlined (Fig. 1). To determine whether 
or not this type of cleansing enema was of 
value, we compared this group with 168 pa- 


Shows good colonic cleansing and almost total absence of 
gas so the collecting systems are clearly outlined. The opaque 
TABLE 1 ball is used for pressure only on the 7 minute film. 


CRITERIA FOR GRADING PREPARATION OF PATIENTS _ tients who had received an oral laxative pride 
to urography (Fig. 2). This group had 66% 


Poor Gas and fecal material throughout colon. excellent or good pyelogr ams. 
“3 Fai Left half of col lean; fecal ial and : . 
ng In the elderly patient oral laxatives seem 
oe Good Clean throughout except for scattered gas. less effective in cleansing the bowel, so that 
a” : Excellent Colon clean; minimal gas in sigmoid area. 


the 60 years-or-older group had only 31% of 
diagnostic urograms, whereas with the 
TABLE 2 cleansing enema this was increased to 58 per 

CRITERIA FOR EVALUATING UROGRAPHY FOLLOWING — cent.. Even more impressive was the 75% of 
excellent or good pyelograms obtained in this 


age group when the bowel preparation was 


a: Poor Urogram nondiagnostic; further study needed. 
ip Fair Urogram showing only a portion of the urinary graded excellent or good. In other age groups 
tract satisfactorily; the need for a retrograde : : 
study indicated by the clinical problem. there was no significant gain at the first level, 
Good Urogram with satisfactory demonstration of al! but all age groups showed a definite gain in 
portions of the genitourinary tract so that a 


diagnosis could be made without recourse to a = percentage of diagnostic studies when bowel 
retrograde study. 


Excellent Urogram with diagnostic quality approaching a preparation was rated excellent or good. 
retrograde pyelogram. Therefore, if the results of the enema as 


TABLE 3 
EVALUATION OF EFFECTIVENESS OF LAVEMA PREPARATION IN UROGRAPHY 


Lavema Preparation Lavema Preparation “4 

Total Graded Excellent-Good Graded Fair-Poor Ng 

Age Number of Number of 1.V.P. Graded: Number of 1.V.P. Graded: ; 
Group Cases Cases E- F-P Cases E-G F-P 
0-19 24 14 14 0 10 6 
20-29 47 31 28 16 10 5 
30-39 103 73 61 12 30 16 14 
40-49 76 67 46 27 19 
50-59 111 61 49 12 50 27 23 
60-over 165 88 66 22 77 29 5 


Unknown 22 10 8 2 12 10 
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FIG. 2 


Colonic shadows of gas and fecal material are superimposed 
on the kidneys; frequently it is difficult to be sure of 
calyceal detail. 


evaluated from the survey film show good 
cleansing, the probability of obtaining a diag- 
nostic excretory urogram is definitely in- 
creased. 

Other Uses. Lavema has been of great value 
in routine cholecystography. The wet survey 
film is inspected prior to obtaining a spot film 
in the erect position, and if intestinal contents 
and residual opaque gallbladder material ob- 
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TABLE 4 
UNTOWARD REACTIONS 


Number Amount of Number of 
Age of Cases Enema Given Patients 
0-19 8 All 177 
20-29 19 3/4 30 
30-39 38 1/2 13 
40-49 51 1/4 
50-59 62 Unknown 38 
60-Over 53 
Not known 31 262 
262 
Numoer of 
Reaction Patients 
None 153 
Cramps, mild 74 
Cramps, severe 16 
Cardiovascular, mild 19 
Cardiovascular, severe 0 
262 


(Cardiovascular-increased pulse rate, dizziness and faintness, 
headache and nausea.) 


scure the right upper quadrant a Lavema en- 
ema is given (Fig. 3). Our experience has been 
as highly satisfactory as that reported by Dono- 
van.* The radiologic investigation for abdom- 
inal calcifications has also been facilitated by 
use of dihydroxyphenylisatin. 

Reactions. The first 275 patients receiving 
the new enema had a separate questionnaire 
completed by the nurse or aide giving the en- 
ema. Two hundred sixty-two were satisfactory 
for evaluation (females 147, males 115) 
(Table 4). 


When interviewed, a number of patients 


FIG. 3 


(A) The survey film for the cholecystogram showed gas and residual contrast material superimposed on the gallbladder. 
(B) The film made after the enema shows the gallbladder free of superimposed shadows. Note almost total absence of 


colonic gas. 
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experiencing severe cramps reported that they 
had the same reaction with any enema. We 
have not used distilled water in an attempt to 
eliminate cramping. No alarming reaction has 
been encountered. We have not used it in 
pregnant women. 


During the early phase of this study most of 
the patients were given the enema an hour 
prior to the x-ray examination, with initial 
excellent results in a majority of cases. How- 
ever, due to temporary shortage of personnel 
on the floors this became impossible and all 
enemas were given in the morning. It was soon 
apparent that gas accumulated in the colon 
two or three hours after the enema and the 
examinations performed in the afternoon were 
unsatisfactory (Fig. 4). This experience has 


FIG. 4 


Lavema enema given in the morning but the pyelogram was 
made in the afternoon. Although clean, the colon is full of 
gas which confuses the outline of the collecting systems. 


SOUTHERN MEDICAL JOURNAL 


AUGUST 1960 


also been reported by others. The percentage 
of poor results was high during this period, 
but when this was corrected the results im- 
proved. The most satisfactory solution would 
be to have personnel and a room in the De. 
partment of Radiology specifically for the pur- 
pose of administering the enemas. 


Summary 


A cleansing enema incorporating 20 mg. 
dihydroxydiphenylisatin in three pints of tap 
water has proven very effective as the sole 
preparation for excretory urography, when 
given within an hour before the study. 


The technical quality of cholecystograms 
and K.U.B. films has also been improved by 
elimination of extraneous gas and contrast 
material. 


Its use in barium enemas has not been satis- 
factory using the technic of examination em- 
ployed in the United States, although other 
workers have reported excellent results. 


The number of reactions have not been ex- 
cessive nor serious. 


References 


1. McLaren, J. W., King, J. B., and Copland, W. A.: Pre- 
liminary Observations on Veripaque, a Colonic Actuator 
P= Use with Barium Enemata, Brit. J. Radiol. 28:285, 
1955. 

2. Schlegel, B.: An Investigation of Colonic Mucosa and 
Motility with the Aid of Various Contact Laxative Agents, 
Klin. Wchnschr. 32:557, 1954. 

$3. Salzman, Ferdinand A., and Wise, Robert E.: Examina- 
tion of the Colon Using a Synthetic Purgative, Am. J. 
Digest Dis. 2:420, 7. 

4. Andren, L., Frieberg, S., and Welin, S.: Roentgen Diag- 

nosis of Small Polyps in the Colon and Rectum, Acta 

radiol. 43:201, 1955. 

Barnhard, H. J., and Crow, Neil E.: Evaluation of a New 

Colon Evacuant: Dihydroxyphenylisatin, Am. J. Roent- 

genol. 79:876, 1958. 

6. Mullen, W. H., Jr., and Hughes, C. R.: Intravenous Uro- 
graphic Contrast Media; Controlled —, of Diodrast 
Neo-iopex, Am. J. Roentgenol. 68:903, 1952. 

7. Donovan, Robert (R. T.): The Use of Dihvdroxypheny 

isatin in Cholecystography, X-ray Technician 30:84, 1958. 


| 
a 
= 
4 
\ 
\ 
\ 


) mg. 
tap 
sole 
when 


grams 
ed by 
ntrast 


| satis- 
n em- 
other 


en ex- 


A.: Pre- 
Actuator 
. 28:285, 


cosa and 
Agents, 


Examina- 

Am. J. 
en Diag- 
im, Acta 


of a New 
Roent- 


ous Uro- 
drast and 


xyphenyl- 
1958. 


Report on a Follow-up Study of a 
Variety of Cases of Depression (365) 


LESLIE B. HOHMAN, M.D., and 


THEODORE J. MARSHALL, M.D.,t Durham, N. C. 


WITH THE PRESENT HIGH INTEREST in psycho- 
somatic disorders, it was thought worthwhile 
to review some psychosomatic case material 
through a follow-up study, six years after a 
diagnosis in a particular group of cases was 
made. This diagnostic group was the de- 
pressive “‘reactions,” or “syndromes,” or “dis- 
eases,” as one or another psychiatric theory 
chooses to call them. 

It has long been contended by the senior 
member of this investigation that many of 
the so-called “neurotic” or “psychosomatic” 
reactions were in reality parts of an affective 
reaction, in which the pervasive affect was 
depression. If this thesis could be confirmed 
it should be possible to predict with reason- 
able certainty the outcome of many of the 
psychosomatic disorders. It is, of course, 
long established, since the time of Kraepelin, 
that the prognosis for ultimate recovery in the 
manic-depressive depression is good. It has 
not been accepted that many of the psycho- 
somatic disorders are in reality depressive re- 
actions accompanied by psychoneurotic or 
psychosomatic symptoms and that these de- 
pressive reactions are identical with, or at 
least bear a closer resemblance to the manic- 
depressive depressions. 


At one time it was held by the senior author 
that since many of the mild depressive re- 
actions were not preceded or followed imme- 
diately or at intervals by any elative phases, 
except in about one fifth of the cases, that 
there probably were two types of reaction— 
one imitating or resembling the manic-de- 
pressive depressions and the other four fifths 
belonging in a category of reactive depressions 
or at least depressions not of the manic-de- 
pressive variety.1 Even 20 years ago it was 
puzzling that in state hospital cases the pro- 


*Read before the Section on Neurology and Psychiatry, 
Southern Medical Association, Fifty-Third Annual Meeting, 
Atlanta, Ga., November 16-19, 1959. 


+From the Department of Psychiatry, Duke Universit 
Medical Center, Durham, N. C. 
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portion of patients with manic excitement 
were equal to or exceeded the depressive cases, 
and that in private hospitals (both in uni- 
versity and other private hospitals) there was 
such a preponderance of depressive cases.! 

Subsequent study of cases of this type of 
mild depression revealed that by more careful 
history taking a larger proportion of patients 
did give a positive history of elation as well 
as depression. Often the facts of elation could 
not be obtained except through social service 
investigation or history obtained from the 
family. A study reported at the American 
Neurological Association, in 1941, suggested 
that these cases of depression were almost 
invariably accompanied by elation, either 
before or after. This study was particularly 
directed toward the depressive reactions with 
anxiety.” 

Subsequently, in a fairly large series of de- 
pressive cases in which pain, often of great 
severity, was the presenting symptom, it was 
shown that the outcome of recovery could be 
predicted and that often the somatic treat- 
ment seemed to prove the point and demon- 
strated that the symptoms were nonorganic in 
character and that they disappeared with the 
passing of the depression.® 

The diagnosis of a depressive reaction of 
the mild variety, so frequently called psycho- 
somatic illness, is at times difficult to make 
because the depression is often masked; other 
phases of the illness, however, may lead to the 
correct diagnosis. We have suggested that 
there are usually three phases of affective 
disorders in any particular group of cases of 
depression; i.e., (a) a pervasive mood of de- 
pression; (b) slowing in speech, action, 
thought, and appetites (food and sex), and 
often indecision and diurnal variation; and 
(c) disturbances of the content of thinking, 
ideas of unworthiness, or neurotic symptoms 
(anxiety, hypochondriasis, obsessive-compul- 
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sive-phobic states, hysterical or “conversion” 
symptoms).° All three phases need not exist 
together or even consecutively, to make a 
diagnosis of depression. Frequently only two 
phases are present, and at times, only one. 


The first cases we elected to follow-up were 
a group of 194 cases seen in the year 1952. 
The original investigation has been aug- 
mented by a further follow-up study of 171 
cases first seen in 1951—a year preceding the 
first series. The study, therefore, gave us an 
opportunity to demonstrate the correctness or 
falsity of our diagnoses, and the theoretical 


assumption that many cases presenting pri- | 


marily as “psychosomatic,” or what in the past 
has been called psychoneuroses, were, in fact, 
self-limited depressive reactions, probably 
akin to the general group of affective dis- 
orders. It is our contention that the reversi- 
bility of reaction is strong presumptive evi- 
dence that one is dealing with affective dis- 
orders. On the other hand, many of the neu- 
rotic reactions are chronic in character and 
are not self-limited illnesses. We believe that 
a patient can have a chronic neurotic state or 
symptoms of a character or personality dis- 
order, and then have a superimposed depres- 
sive illness. 

In our selection of 365 cases seen in 1951 
and 1952, we tried to admit to our study 
group only patients who seemed to have a 
clear depressive state. We admitted patients 
who had underlying chronic invalidism 
which we studied under the lay term of 
“nervousness.” We sent out questionnaires 
of a very simple variety hoping that by the 
simplicity of phraseology and the possibility 
of answering with a single word, we would 
get a high percentage of replies.* 


*Our method was first to send the questions to the former 
patient. If no reply was received we again wrote to the 
patient. If no reply was received we then wrote to the 
referring physician. It was our intention subsequently to use 
registered mail for those patients or doctors who have re- 
ceived the questionnaire but who have not answered. The 
questionnaire used was of the following type: 

You were seen by Dr. Leslie B. Hohman in 1952. We would 
be grateful if you would answer the three or four questions 
listed below and send the answers back in the self-addressed 
envelope. 

Have you recovered from your nervousness completely? 

If not, is your nervousness better or worse than before you 
came to Duke? 

Has the depression you had cleared up? 

Your name will not be used in any way in this study we are 
making. 

Please mail the answers at once because you might forget to 
answer it if you lay the paper aside. 

Registered mail has produced so small a number of replies 
that we used only a second letter in the second series (1951) 


urging a reply. Second letters to referring doctors were just 
as sterile. 
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In the combined series of 365 cases we re. 
ceived 208 usable replies (57%). The 157 
cases (43%) which could not be studied, were 
in such a category because either the letters 
were returned because the addressee could 
not be located, because the patients were 
dead or because they did not reply to two 
letters. 

Our results show that 138 patients (65%) 
had fully recovered from their depression and 
33 patients (16%) had improved. A few pa- 
tients noted that they had had a recurrence 
after recovery. It is interesting to find that a 
large number of patients who had recovered 
from their depression replied that they were 
also free from their nervousness or that they 
felt better. 

Eighty-seven patients (42%) said they had 
fully recovered from their “nervousness.” 
Eighty-three patients (40%) said they felt 
better, and 36 patients (17%) reported no im- 
provement in nervousness. This seems to 
indicate that symptoms of “nervousness” as- 
sociated with an affective disorder tend to dis- 
appear or improve as the affective disturb- 
ance improved. It is, of course, possible that 
some of the report about “nervousness” exist- 
ing before the onset of depression may have 
been false in retrospective. 

Our cases were subdivided as to types of 
depression into: (1) those with a long history 
of psychoneurotic chronic invalidism with 
superimposed depression; (2) psychopaths 
with superimposed depression; (3) plain de- 
pressive episodes, including recurrent depres- 
sion; (4) chronic depressive states; (5) depres- 
sive illnesses involving compensation; and 
(6) manic-depressive disease. These arbitrary 
subdivisions of depression might easily have 
been expanded to many more. We prefer to 
regard all depressive states as of the same ilk, 
except where depression is secondary to 
malignant delusional systems or accompanies 
physical disease. Of those patients with plain 
depressive episodes, 70% recovered completely 
from their depression, 15% improved (total 
of 85% improved or recovered), and only 
15% were unimproved. Forty-seven per cent 
(47%) of this. group recovered completely 
from their “nervousness,” and 38% improved, 
and 15% were the same or worse. These 
figures indicate that depressive episodes, um 
complicated by invalidism or compensation, 
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tend to recover, and that frequently the as- 
sociated nervousness disappears. 

Of the patients with a long history of psy- 
choneurotic chronic invalidism, it was sur- 
prising to find that 56% of them recovered 
fully from depression, 25% were improved, 
and 19% were unimproved. However, only 
21% of this group said that they were com- 
pletely free of their nervousness while 61% 
were improved and 18% were unimproved. 
Even though depression in these cases was 
superimposed on chronic invalidism, almost 
half recovered fully from the depression and 
many reported recovery or improvement with 
their mervousness, again indicating that 
symptoms which are not purely affective may 
improve as the affective disturbance improves. 

The number of patients belonging to the 
other categories was too small for significant 
analysis, but it is noteworthy that the 4 out 
of 5 patients who had illnesses associated with 
compensation reported no improvement in 


their depression or nervousness. Of the 5 


patients with chronic or prolonged depressive 
states, 2 reported complete recovery from de- 
pression and 3 reported improvement; 2 re- 
ported lack of improvement and 3 had im- 
provement in their “nervousness.” Four 
psychopaths with depression reported com- 
plete recovery from the depression in 3 cases. 
All 18 patients with “manic-depressive” dis- 
ease fully recovered from their depression. 

The cases which we selected were, in 
general, seen either extramurally or on the 
medical and surgical services of the Duke 
Hospital. In only a few cases was there any 
transfer from the medical or surgical wards 
to the psychiatric ward. Treatment of the 
patients seen extramurally was often carried 
out on an outpatient basis with somatic 
methods and psychotherapy. Many of the 
cases were seen only in consultation and a 
written opinion given, with a diagnosis and 
prognostication. 

Most of our cases were referred by non- 
psychiatric physicians, and in the great 
majority of the cases, the symptomatology of 
the patient could be called psychosomatic. The 
following is a partial list of the presenting 
symptoms: weakness, dizziness, heartburn, 
fatigability, nausea, vomiting, partial paralysis 
of the legs, pain in the head, back, chest, 
abdomen, legs, or “all over,” and memory loss. 
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The follow-up study done in 1937 and 
quoted above seemed to prove the thesis that 
length of illness (chronic depression) and/or 
accompanying cerebral disease does not neces- 
sarily militate against recovery. In that study, 
distorted hypochondriasis (such as is seen in 
pseudoneurotic schizophrenia), paranoid fea- 
tures, and continuing alternating phases of 
depression and elation were found to make 
the prognosis less favorable. Our present study 
of another group of cases with a 7 or 8 year 
follow-up would seem to justify these earlier 
conclusions. 

In conclusion, we wish to approve the old 
“saw” that there is nothing new under the 
sun. In 1888,—23 years after the close of the 
War Between the States, it was reported in 
the Medical and Surgical History of the War 
of the Rebellion,‘ in a few brief pages allotted 
to psychiatry in the many volumed work, that 
symptoms of nostalgia seen in the soldiers 
were, for the most part, reactive affective dis- 
orders and, on some occasions, part of a 
manic-depressive illness. The symptoms were 
described by Surgeon John L. Taylor as 
follows: 


“In many instances the symptoms of hypo- 
chondriasis were present: Disordered di- 
gestion; increased sensibility; palpitation; il- 
lusions; a succession of morbid feelings which 
appeared to simulate the greater part of dis- 
ease; panics; exaggerated uneasiness of 
various kinds, chiefly in what regards the 
health, which they stubbornly contended was 
seriously injured and could not be restored 
short of being at home. There was a stubborn 
indolence in these patients—an aversion to 
anything like even ordinary exercises. They 
were generally found lying in bed or sitting 
around the tents making a great deal about 
their sufferings and the ills that were awaiting 
them. Kind and sympathizing words—amuse- 
ments—seemed to invite a more deplorable 
condition.” 
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Discussion (Abstract) 


Dr. Sullivan G. Bedell, Jacksonville, Fla. Depressive 
reactions which, in incidence of occurrence, rank 
close to the common cold, constitute a high percentage 
of any psychiatric practice. In a survey of 2,150 pa- 
tients seen over a 10 year period in my own private 
practice, psychotic affective reactions ranked third, 
with only psychoneurotic reactions and alcoholism 
more numerous. 

Were the figures for all patients showing de- 
pressive symptoms available the percentage would, of 
course, be much higher. Of 763 patients classed as 
psychoneurotic, 117 were treated with electroshock 
indicating that depression was a major symptom. It 
was an important symptom in many others in the 
general category of psychoneurosis and in other diag- 
nostic categories. 

At the meeting of the Southern Medical Association 
at Miami, in 1948, I reported a study of patients 
treated with insulin subshock. One of the discussants 
pointed to the likelihood that the patients who did 
not improve with insulin were patients whose illness 
was actually depression masquerading with symptoms 
of anxiety, tension, or somatic complaints. His point 
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was borne out by one patient who soon after pro- 
gressed to an obvious severe depression and responded 
to electroshock. 

Dr. McCullagh, of Jacksonville, once cited depression 
as an example of the difference in our feelings toward 
patients for whom we can really do something, re- 
marking that before shock therapy it was depressing 
to have a depressed patient come into the office but, 
with shock therapy as a tool, it was a pleasure to 
know one could offer relief from suffering. Certainly, 
if we are to help them, it behooves us to recognize 
depression in all its variations. 

Dr. Hohman has long had a special interest in de- 
pressive reactions. A number of years ago he was 
guest speaker for the first large public meeting of the 
Florida Association for Mental Health and gave an 
exceptionally lucid presentation for the lay audience. 
This study by Drs. Hohman and Marshall emphasizes 
the variability of its disguises. With the newer drugs 
representing further advance in understanding the 
biochemical mechanisms involved in depression, per- 
haps in the near future we may have more complete 
understanding and still more effective methods of 
treating this common cause of human suffering. 
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Clinical Observations on Newer 


Chemotherapeutic Agents’ 


CHARLES L. SPURR, M.D., and DONALD M. HAYES, M.D.,t 


Winston-Salem, N. C. 


The experimental use of chemical substances in the treatment of neoplastic disease is going forward 
with increasing momentum as synthetic chemistry is offering new compounds. The search is for 
substances which, by influencing enzyme systems in cells, may be lethal to malignant cells. 


AMONG THE THOUSANDS of chemotherapeutic 
agents which have been prepared for the treat- 
ment of malignancies, the alkylating agents 
claim two distinctions. Members of this group 
of compounds were the earliest to be used 
clinically against malignancies and they also 
have been more widely used in many condi- 
tions than any other group of such agents. 

The alkylating agents may be divided into 
four classes:1 


l. Nitrogen mustards 


(pethyl-bis(@ -chloroethy] Jaming) (Mechlorethamine) 


2. Ethylene imines 


Hy - 
(Thio-TEPA) 
3. Epoxides 
(Butadiene Dioxide) 
4. Sulfonic acid esters 
CH, 
(myleran) 
Both of the compounds considered in this re- 


*Read before the Section on Medicine, Southern Medical 
-Third yl Meeting, Atlanta, Ga., Novem- 


+From the Internal Medicine 


Department of Bowman Gra 
School of Medicine of Wake Forest 4 


‘and the North 
Carolina Baptist Hospital, Winston- 
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port are members of class 1, the nitrogen 
mustards. 

Uracil mustard* (U-8344, 5-bis-[2 chloro- 
ethyljaminouracil) was first reported by Lyttle 
and Petering? in 1958 to have considerable 
activity against a variety of experimental 
tumors. This agent is unique in that it con- 
sists of the 2-chloroethyl group, as found in 
other nitrogen mustards, attached to a physio- 
logical carrier in the form of uracil. 


HN-C=0 


O-c C 
CH 


The compound was synthesized in this form 
in the hope that the mustard or alkylating 
portion of the molecule would remain inac- 
tive until released from the carrier. The car- 
rier, being a pyrimidine base, would be pre- 
sumed to be absorbed into areas of maximum 
nucleic acid turnover (and cell reproduction) 
before dissociation and activation of the mus- 
tard moiety. 

Lane and Kelly® confirmed the activity of 
uracil mustard against animal tumors. In addi- 
tion, they found that this compound was con- 
siderably more effective than nitrogen mus- 
tard in prolonging survival of animals with 
leukemia L-1210, Dunning rat leukemia, Dun- 
ning rat lymphosarcoma, mouse reticulum cell 
sarcoma, lymphoma K4, and lymphosarcoma 
L2. 

At the same time, Shanbron, Miller, and 
Haar* reported on the use of this drug in pa- 


CH,CH2Cl 


*Kindly furnished as U-8344 by Dr. Be. J. 
B. Lawson, The Upjohn Company, Kalamazoo, M 
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tients with a spectrum of hematologic disor- 
ders. They found it effective against chronic 
granulocytic and chronic lymphocytic leuke- 
mia, lymphosarcoma, giant follicular lympho- 
ma, and, to a lesser degree, Hodgkin’s disease. 
Lane and Kelly® also presented a group of 
patients treated with this agent and reached 
essentially the same conclusion. 
Cyclophosphamide* (Cytoxan, N,N-Bis- 
[8 - chloroethyl] - N’, O-propylene - phosphoric 
acid ester diamide) was introduced in 1958 by 
Arnold, Bourseaux, and Brock.* They sought 
to prepare a compound which would have in- 
creased cancerotoxic action in vivo. Here, the 
classical mustard radical is attached to an in- 
active transport form, the phosphoamide ring. 


NH-CH,, 

0 

O -CH, 


It was found that this compound was inactive 
in vitro but very active in vivo, as opposed to 
nitrogen mustard, whose activity depends only 
on its rate of hydrolysis in solution. From this 
observation it has been hypothesized that tis- 
sues elaborate an enzyme called phosphoami- 
dase which will cleave the mustard from its 
inactive carrier and allow it to fulfill its cyto- 
toxic function in areas of maximum tumor 
growth. 

The same authors® found that this com- 
pound was more effective than nitrogen mus- 
tard and thio-TEPA in a number of animal 
tumors. These included the Yoshida sarcoma, 
Walker carcinoma, Jensen sarcoma, and DS- 
carcinosarcoma. Brock and Wilmanns’ con- 
firmed these data and also pointed out that, 
while this compound has a high antitumor 
effect, it has a low leukotoxic effect. 

Subsequent clinical trials with cyclophos- 
phamide have been conducted by Gross and 
Lambers.* The early impressions about this 
drug are that it is a very effective agent 
against chronic lymphatic leukemia, lympho- 
granulomatosis, lymphosarcoma, and other 
reticuloses. The impression is also gained that 
this agent is more effective against carcinomas 
than other alkylating agents now in use. 


*Kindly furnished as Cytoxan by Dr. James Tuholski, 
Mead Johnson & Company, Evansvil 
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Materials and Methods 


Thirty-four patients were treated with these 
drugs, 18 with uracil mustard and 16 with 
cyclophosphamide. All patients were seen at 
the North Carolina Baptist Hospital within 


_ the past year. 


The purpose of this study was to determine, 
in a variety of neoplastic conditions, the ther- 
apeutic value and pharmacologic properties 
of these two drugs. 

Criteria for selection of patients were quite 
simple. There were no age or sex restrictions. 
It was required there be sufficient overt in- 
volvement by primary or metastatic lesions 
that an easily measurable parameter of neo- 
plastic activity was available. Patients were 
not to have had nitrogen mustard or radiation 
therapy within the six weeks prior to their en- 
try into the study. A histologic diagnosis was 
required. All patients were required to have a 
white blood count of greater than 2,500 per 
cu. mm., a platelet count greater than 100,000 
per cu. mm., and a blood urea nitrogen of less 
than 30 mg. per 100 ml. 

Data obtained prior to the institution of 
therapy included determination of the hemo- 
globin, hematocrit, reticulocyte count, platelet 
count, white blood count and differential, 
blood urea nitrogen, and blood uric acid. A 
routine urinalysis was also performed, as was 
a chest roentgenogram and such other film 
studies as were deemed appropriate for the 
area of metastatic involvement. Liver func- 
tion studies were performed if hepatic 
metastases were suspected. 

After obtaining these data, therapy was in- 
stituted with one or the other of these two 
agents. The drugs were given to alternate pa- 
tients with the exception that all patients with 
acute leukemia were treated with cyclophos- 
phamide. The early reports on both these 
drugs indicated that this was much more like- 
ly to be effective against acute leukemia and 
we thought, therefore, that we would possibly 
be doing the patients with acute leukemia a 
disservice by treating them with uracil mus- 
tard. Aside from this factor, no other obvious 
bias seems to have entered our selection of 
therapeutic agents. 

Uracil mustard was given at a starting dose 
of 6 mg. per day, 3 mg. before breakfast, and 
3 mg. before the evening meal. Provision was 
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made for the dosage to be modified upward 
or downward according to the patient’s re- 
sponse. It was soon found that this was too 
large a starting dose for most patients and the 
present starting dose is 2 to 4 mg. daily. All 
uracil mustard was given by mouth since the 
compound has been found to be more toxic 
when given parenterally but only slightly 
more efficacious.* 

Cyclophosphamide was started at a dose of 
4 mg. per kilogram of body weight per day, 
the total dose not to exceed 200 mg. daily. In 
many patients this compound was given intra- 
venously for 14 days and the patient then 
placed on oral maintenance therapy. In others 
the entire course of therapy was given orally. 
Dosage was decreased to one half if severe 
nausea and vomiting supervened. The drug 
was stopped temporarily if the white blood 
count or platelet count fell below 50% of the 
baseline level. In these cases therapy was 
usually begun again at a half dose if these 
levels began to rise significantly. On the basis 
of the work of Brock and Wilmanns,’? which 
suggested that a weekly dose schedule might 
be more effective, a few patients were treated 
with a weekly dose of 10 mg. per kilogram of 
body weight. 

Patients were seen at weekly intervals if 
they were outpatients and more frequently if 
they were inpatients. Complete blood counts, 
including platelet and reticulocyte counts, 
were done at three day intervals while patients 
were hospitalized and at seven day intervals 
when they were being followed as outpatients. 
Blood urea nitrogen and uric acid were deter- 
mined every three weeks. Measurable tumor 
masses were measured weekly. X-ray studies or 
bone marrow examinations were performed at 
three week intervals in those patients for 
whom these examinations were appropriate. 

Unless definite objective improvement had 
occurred or was occurring after 42 days of 
therapy, the study was terminated at that 
time. If improvement had occurred, therapy 
was continued until relapse of the disease. If 
severe toxicity supervened or if the patient’s 
condition seemed to worsen rapidly, the ther- 
apy was stopped prior to 42 days. 

The use of corticosteroids was reserved for 
specific indications: (a) hemolysis, (b) throm- 
bocytopenia with hemorrhage, (c) fever or 
overwhelming constitutional symptoms, and 
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(d) for stimulation of normal hematopoietic 
function. 


Results 


Uracil Mustard. This agent was used for 
treatment of 18 patients, 7 with chronic lym- 
phocytic leukemia, one each with giant follic- 
ular lymphoma, Hodgkin’s disease, and reticu- 
lum cell sarcoma, 2 with lymphosarcoma, 2 
with multiple myeloma, 2 with carcinomas, 
and 2 with pathologic thrombocytosis. 

Reference to table 1 shows that 5 of the 7 
patients with chronic lymphocytic leukemia 
had both objective and subjective improve- 
ment. One patient apparently had no benefit 
from therapy and one did not return for fol- 
low-up, although she was seen four months 
after her therapy was begun and was found to 
be doing very well at that time. The remain- 
ing 5 patients with lymphomas did almost as 
well, with both objective and subjective im- 
provement occurring in 4 of them—one with 
giant follicular lymphoma, one with reticulum 
cell sarcoma, one having lymphosarcoma, and 
one Hodgkin’s disease. The only patient not 
deriving benefit from therapy was a 7 year old 
boy with lymphosarcoma of the small bowel. 

The remainder of the patients treated with 
uracil mustard is presented in table 2. As one 
would expect these results are not nearly so 
striking. One of the 2 patients with carcinoma, 
a patient with papillary adenocarcinoma of 
the ovary, had definite decrease in the size of 
the tumor masses when last seen but has since 
been lost to follow-up. The other carcinoma 
patient did not improve with therapy. Both 
of the patients with myelomatosis had subjec- 
tive improvement while on therapy, but only 
one of these had a concomitant objective 
change. This drug appears to have a greater 
thrombopenic and leukopenic effect than 
chlorambucil, an oral mustard compound now 
in use. Although this is a disadvantage in cer- 
tain situations, it was thought this effect could 
be turned to an advantage in the remaining 2 
patients. Both of these patients had pathologic 
thrombocytosis which was or had been symp- 
tomatic. They were both placed on large doses 
of uracil mustard specifically for platelet sup- 


_ pression and both responded very well to 


therapy. Although this is not a common appli- 
cation of such drugs, their use for this pur- 
pose should be kept in mind in the event such 
a situation does arise. 

Cyclophosphamide. Sixteen patients were 
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treated with this agent. There were 7 with 
acute lymphoblastic leukemia, 2 with acute 
myeloblastic leukemia, one with chronic gran- 
ulocytic leukemia, and one each with mixed 
mesodermal tumor of the ovary, malignant 
melanoma, neuroblastoma, Ewing’s sarcoma, 
and myxosarcoma. 

The results of therapy in the patients with 
leukemia are summarized in table 3. The cri- 
teria for evaluation of response to therapy are 
those used by Bisel*’—complete remission, par- 
tial remission, improvement, and no change. 
Using these criteria, it is determined that 4 of 
the 7 patients with acute lymphoblastic leuke- 
mia were improved while on therapy, while 3 
were not. It is worth noting, however, that 
there were no complete or partial remissions 
as defined by this group, whereas more con- 
ventional agents, such as antifolic acid and 
antipurine compounds, will often bring on re- 
missions in 30 to 40% of patients. One of the 
3 patients with granulocytic leukemia derived 
some benefit from therapy, but there were no 
remissions in this group. 

The most striking results of therapy with 
cyclophosphamide occurred in the group of 
patients with solid tumors. Three of 5 patients 
treated had both objective and subjective im- 
provement. This occurred in the patients with 
neuroblastoma, Ewing’s sarcoma, and papil- 
lary adenocarcinoma of the ovary. It is true 
that these improvements were brief, measured 
in terms of weeks or months, but one is always 
encouraged when a chemotherapeutic agent 
has a definite objective effect on a solid 
tumor. The results of therapy in this group 
are tabulated in table 4. 

Side Effects and Toxicity. Since both of 
these compounds are alkylating agents of the 
nitrogen mustard group, it was felt that these 
points could be discussed more easily and less 
repetitiously under the same heading. The 
side effects of nitrogen mustard compounds 
have been noted to be qualitatively the same 
although there are quantitative differences be- 
tween the various compounds.*-!2 These same 
effects have been noted with uracil mustard 
and cyclophosphamide.*.5.8 They are summar- 
ized in table 5. One occurrence which has not 
been problematical with other agents is that 
of alopecia. This was found to occur frequent- 
ly with the use of cyclophosphamide. 

Side effects have been arbitrarily defined 
here as those occurrences which are apparent- 
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ly related to drug effect but which do not 
necessitate stopping the drug. In most instan- 
ces these are symptoms and their severity is 
best judged by the patient. In the case of sup- 
pression of the marrow, however, it was elect- 
ed not to consider a leukopenia of toxic de- 
gree unless the white blood count was less 
than 2,500 per cu. mm. Likewise, it was elect- 
ed to consider thrombocytopenia a side effect 
unless the platelet count fell below 70,000, at 
which level it was considered a toxic effect. 

Of the 18 patients treated with uracil mus- 
tard, 5 had no ill effects. Among the 13 pa- 
tients who experienced side effects or toxicity 
there were 4 who had gastrointestinal mani- 
festations, 12 who had hematologic manifesta- 
tions, and one who had a skin rash. Although 
these effects were severe enough to warrant 
cessation of therapy on occasion, they were 
never irreversible or of sufficient severity to 
prevent restarting the drug if necessary. Leu- 
kopenia was the most common difficulty en- 
countered, occurring in 10 instances. In 9 of 
these patients, the leukocyte count fell below 
2,500 per cu. mm. Significant thrombocyto- 
penia occurred in 4 patients, anemia in one. 
No renal or hepatic toxicity was encountered 
with this compound. One patient developed a 
generalized papular dermatitis while on ther- 
apy which cleared when the drug was stopped. 

Eight of the 16 patients treated with cyclo- 
phosphamide experienced no side effects. 
There were 6 instances of gastrointestinal dis- 
turbance, all manifested by nausea and vom- 
iting. Six patients also had hematologic dis- 
turbances, 2 with leukopenia of mild degree 
and 4 with significant leukopenia. One of this 
latter group also had thrombocytopenia. 
There were also no instances of renal or 
hepatic toxicity in the cyclophosphamide- 
treated group. Five of these patients suffered 
cutaneous side effects, all manifested by alo- 
pecia of varying degrees. 

As opposed to the uracil mustard-treated 
patients in whom permanent cessation of ther- 
apy was not dictated by side effects, 2 of the 
cyclophosphamide-treated patients had leuko- 
penia of such a degree that permanent cessa- 
tion of therapy was necessary. 

Dosage. A study of this sort must be quite 
flexible. By varying the doses according to 
clinical response, an attempt was made to de- 
termine the optimum dosage for therapeutic 
effect and avoidance of toxicity for each drug. 
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TABLE 5 
SIDE EFFECTS AND TOXICITY 


Uracil Mustard Cyclophosphamide 
(18 Patients) (16 Patients) 
Gastrointestinal 
Nausea 
Vomiting 
Diarrhea 
Abdominal pain 
Hematologic 
Leukopenia 
WBC. > 2,500 
WBC. < 2,500 
Thrombocytopenia 
Pit. < 70,000 
Anemia 


am oom RR ORK ON OH 


Renal 
Hepatic 
Skin (including alopecia) 


None 


Of the 10 patients who were started on ura- 
cil mustard at a daily dose of 6 mg. or greater, 
8 developed side effects or toxicity. One of the 
2 who did not had this dose only for 7 days, 
the other for 14 days. The incidence of side 
effects was much lower among patients started 
at lower doses. It was likewise found that the 
original maintenance dose of 2 to 4 mg. daily 
caused a high incidence of side effects. Profit- 
ing by these early experiences, it has been 
found that a more satisfactory starting dose is 
2 to 4 mg. daily for 7 to 14 days, followed by a 
maintenance dose varying from 1 to 2 mg. 
daily to 1 mg. three times weekly. The poten- 
tial of this compound, both for therapeutic 
efficacy and toxicity, appears to lie between 
that of nitrogen mustard and chlorambucil. 

A less toxic dosage for cyclophosphamide 
was arrived at somewhat more easily. How- 
ever, it is still difficult to cite an ideal thera- 
peutic dose for this compound. There seems 
to be little to choose at this point between the 
daily and the weekly dose schedule. Responses 
and side effects were encountered with both 
regimens with equal frequency. At this time, 
a starting dose of 2 to 4 mg. per kilogram of 
body weight per day or 10 to 15 mg. per kilo- 
gram per week seems to obtain the best thera- 
peutic effect with a minimum of harmful side 
effects. The maintenance dose of cyclophos- 
phamide appears to be about the same as the 
starting dose, modified of course, as dictated 
by changes in the clinical status of the 
patients. 

Discussion 

After the initial wave of enthusiasm for ni- 

trogen mustard had subsided and it was rec- 
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ognized that, although this was a valuable 
adjunct to cancer therapy, it was not a cura- 
tive agent,!* the search was resumed for such 
an agent. This search has proceeded in two 
ways—by developing completely new agents 
and by attempting to modify currently avail- 
able agents. Both drugs considered in this 
presentation are modifications of a currently 
available agent—nitrogen mustard. Attempts 
to increase the efficiency of nitrogen mustard 
have proceeded in a number of ways. These 
may be placed in two large groups—physical 
and biochemical. 

Those methods classified as physical are the 
ones in which an attempt has been made to 
increase the efficiency of the drug by increas- 
ing its local concentration. Bateman and asso- 
ciates,* and others have attempted intra- 
arterial administration of nitrogen mustard 
but have been disappointed with this ap- 
proach. Treatment of malignant effusions by 
instillation of nitrogen mustard and other 
compounds into the involved cavity has had 
considerable success.15 Creech and collabora- 
tors'® have had some success in palliation 
treatment of tumors using regional perfusion 
of a tumor-bearing area utilizing an extracor- 
poreal circuit. Although their results are in- 
conclusive at this time, Morales and associ- 
ates!’ also feel that they have been able to en- 
hance the effectiveness of nitrogen mustard by 
giving it regionally at the time of operation 
for malignancies. Considerable attention has 
also been given to the use of combined nitro- 
gen mustard and irradiation for treatment of 
lymphomas and other tumors, but this technic 
has proved disappointing in many instances. 

The biochemical methods of increasing the 
efficiency of nitrogen mustard have consisted 
of efforts to develop new and more effective 
related compounds. Many of the efforts to de- 
velop compounds from known agents have 
been those of chemists who merely tried vari- 
ous structural changes without regard for phy- 
siologic considerations. Although moderately 
successful compounds arose from some of these 
efforts, the search during recent years has been 
guided more by physiologic principles as pro- 
posed by Hebborn and Danielli.1* The two 
compounds presented here are examples of 
early results of this search—one a mustard 
radical attached to an essential pyrimidine 
base, and the other a mustard radical attached 
to an inactive carrier so that it must be acti- 
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NEWER CHEMOTHERAPEUTIC AGENTS—Spurr and Hayes 


TABLE 6 
PATIENTS TREATED WITH URACIL MUSTARD 


Number Diagnosis oO 
Chronic lymphocytic leukemia 
Lymphosarcoma 

Reticulum cell sarcoma 

Hodgkin's disease 

Giant follicular lymphoma 

Multiple myeloma 

Carcinoma 


*One lost to follow-up. 


Average 

Duration 

of Effect 
18 wks. 


ects 
™ Subjective 


10 mos. 
6 mos. 
3 mos. 
14 das. 
10 mos. 
3 wks. 


vated by enzymes. Whether these compounds 
are superior to those presently in use remains 
to be seen. 

There are four steps involved in the evalu- 
tion of a new drug. After it is synthesized or 
isolated, some idea of its antitumor effect must 
be gained by trying it against a number of 
tumors in tissue culture and animals. ‘Then its 
pharmacologic effect and toxicity in animals 
must also be determined. After an agent has 
passed these two phases it is ready for human 
trial. There are also two phases to the human 
trials. The first is a preliminary type of study 
to obtain data as to the pharmacologic effects 
and toxicity in human beings. There are 
usually indications of the agent’s antitumor 
properties noted during this phase, but this is 
an added benefit and not the primary purpose 
of the study. After this information is ob- 
tained, the drug is ready for well-controlled 
comparative trial against an agent of known 
potency. 

The present study should probably be con- 
sidered as primarily a study of pharmacologic 
reactions and toxicity of these two compounds 
in the human. As noted, some observations 
can also be made about antitumor effects of 
the compounds, but these can hardly be con- 
sidered definitive or final. For ease in review 


TABLE 7 
PATIENTS TREATED WITH CYCLOPHOSPHAMIDE 


of the data, summary tables are presented for 
each compound. 
Uracil mustard appears to be a compound 
with definite antitumor activity in humans 
(Table 6). In the present study, it shows en- 
couraging activity against a number of lym- 
phomas, including chronic lymphocytic leuke- 
mia, giant follicular lymphoma, reticulum cell 
sarcoma, Hodgkin’s granuloma, and lympho- 
sarcoma. Its activity against multiple myeloma 
cannot be assessed at this time although there 
appears to be some hope that the drug will be 
helpful for this condition. There are also in- 
dications that this agent will be of use in the 
control of polycythemia vera and pathologic 
thrombocytosis in occasional patients. The 
drug has the same range of toxicity as other 
mustard compounds and gives one the impres- 
sion that it acts more rapidly than chloram- 
bucil to suppress the myeloid and platelet ele- 
ments of the bone marrow. The toxic dose ap- 
parently lies near 6 mg. daily for most adult 
patients. The final position of this drug in 
the present day armamentarium is yet to be 
determined, but these preliminary data indi- 
cate that it may be a potent and useful drug 
for certain neoplastic states. 
Cyclophosphamide is another compound 
which appears to have antitumor activity in 
some patients (Table 7). The present study 


Average 
fects Duration 
Number Diagnosis Objective Subjective None of Effect 
7 Acute lymphoblastic leukemia “Hs... 1 3 3.3 wks. 
2 Acute myeloblastic leukemia 1 0 1 2 wks. 
1 Chronic granulocytic leukemia 0 0 1 peat 
1 Malignant mixed mesodermal tumor 0 0 1 is 
1 Malignant melanoma 1 1 0 6 mos. 
1 Neuroblastoma 1 1 0 3 mos. 
1 Ewing’s sarcoma 1 1 0 2 wks. 
1 Myxosarcoma 0 0 1 eg 
1 Carcinoma of ovary 1 1 0 6 wks. 
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indicates that it is not a strikingly effective 
agent against acute leukemia. The response of 
two solid tumors, a neuroblastoma, and a 
Ewing’s sarcoma is striking enough to encour- 
age one to give this agent further trial in pa- 
tients with similar conditions. The less pro- 
nounced but no less definite response seen in 
one patient with carcinoma of the ovary is also 
encouraging. Although the drug is reputed to 
be effective against lymphomas, no data on 
such patients are available at this time. The 
toxicity of this agent is also of the same nature 
as nitrogen mustard. Transient alopecia, here- 
tofore an infrequent sequela of nitrogen mus- 
tard therapy, is a definite risk with this agent, 
and all patients, particularly females, should 
be warned of its possible occurrence. Although 
hematologic toxicity is a definite risk with this 
agent, it does not occur as rapidly nor as pre- 
dictably as with uracil mustard. The optimum 
dosage and route of administration have not 
been determined. It is our opinion that this 
agent, too, is deserving of further trial in hu- 
mans against a number of malignancies. 


Summary 


Two new chemotherapeutic agents, both 
alkylating agents of the nitrogen mustard 
class, are presented. Current new applications 
of chemotherapeutic agents are discussed brief- 
ly and the agents being considered here are de- 
fined in relation to these endeavors. 

Eighteen patients treated with uracil mus- 
tard and 16 treated with cyclophosphamide 
are presented. A composite tabulation of con- 
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ditions treated, results of therapy, incidence 
of drug toxicity, and duration of response is 
presented. 
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THE VETERANS ADMINISTRATION HOSPITAL, New 
Orleans, has 500 General Medical and Surgical 
beds with a fully staffed Physical Medicine 
and Rehabilitation Service. 


Seventy-one patients having had cerebral 
vascular accidents with established hemi- 
paresis were admitted to the Medical Service 
during a 12 month period in 1957-58. They 
were admitted directly or accepted in trans- 
fer to the hospital as beds became available. 

All patients in this series were men, 46 
(65%) being over the age of 60. There was 
no appreciable difference in the side of the 
hemiparesis, and 6 patients had bilateral in- 
volvement. Seventeen gave a history of one or 
more previous cerebral vascular accidents. 
The diagnosis of cerebral vascular thrombosis 
was made in 49 (69%) patients, hemorrhage 
in 18 (25%), and embolus in 4 (6%). 

Twenty-five (35%) of the 71 patients died. 
Seventeen died within the first 3 weeks of 
their illness. 


Of the 46 surviving patients, 31 received 
physiatric treatment at bedside or in the 
Physical Medicine clinics. Treatments con- 
sisted of neuromuscular re-education, active, 
passive and resistive exercises, tilt-table and 
knee-cage standing. Ambulation, activities of 
daily living, and activities of self-care were 
begun as rapidly as possible. Most patients 
received 3 half hour treatment periods per 
day, and some received one hour group 
therapy exercise and ambulation. There was 
an average of 30 treatment days per patient. 

Only 11 patients began treatment during 
the first week of their illness, the majority 
having been at bed rest prior to admission to 


*Read before the Section on Physical Medicine and Re- 
habilitation, Southern Medical Association, Fifty-Third Annual 
Meeting, Atlanta, Ga., November 16-19, 1959. 

tFrom the Physical Medicine and Rehabilitation Service, 
Veterans Administration Hospital, New Orleans, La. 


An Evaluation of Physical Medicine in 
the ‘Treatment of Hemiplegic Patients: 
CLAUDE W. GARRETT, JR., M.D.,t New Orleans, La. 


The author discusses what can be done in the rehabilitation of the 
hemiplegic patient, and the therapeutic approach to be used. 
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the hospital; others were admitted because of 
the complications of bed rest, such as pneu- 
monia, decubitus ulcers and contractures. 

Functional recovery in the surviving 46 
patients at the time of discharge from the 
hospital is analyzed in a manner similar to 
that of Rankin! and Lowenthal and associ- 
ates,? as follows: 

Independent — No significant disability, 
able to carry out usual activities—16 patients 
(35%). 

Partially Independent — Walked with or 
without cane and could carry out most of their 
usual activities—12 patients (26%). 

Partially Dependent — Moderate disability, 
required some assistance in activities of daily 
living, walked short distances with cane and 
assistance—14 patients (30%). 


Dependent — Bedridden, walked a few steps 
with assistance, incontinent, needed help in 
most areas—4 patients (9%). 


Patients discharged in the independent 
group either had no treatment by the Physical 
Medicine Service or treatment was begun 
within the first 14 days. It is my belief that 
these patients needed only reassurance and 
encouragement to resume their usual ac- 
tivities. 

Three of the 4 patients in the dependent 
group had treatment in the Physical Medicine 
clinics. All had evidence of severe mental 
deterioration or confusion. No appreciable 
improvement was seen in these patients after 


an average of 30 days of treatment. 


This study supports two important points 
being stressed by other workers in this field. 
First is the need for an aggressive program of 
physiatric treatment, beginning within a few 
days of the onset of the patient’s illness. The 
second is that many of these patients can be 
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rehabilitated late in their illness when they 
are given intensive treatment. 

Early treatment should include standing 
with assistance, or using a tilt-table, and 
sitting in a chair to which the patient can be 
secured. The paretic upper extremity should 
be supported, and passive exercises should be 
carried out to prevent the development of 
contractures. Ambulation, using a knee-cage, 
and self-care activities can usually begin in a 
few days. 

Many patients who are beginning delayed 
treatment resist all efforts toward rehabili- 
tation. Considerable encouragement and 
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. pushing may be required to get them out of 


bed and to the treatment clinics. It is only 
when they begin to see improvement that they 
become active in their rehabilitation program. 
A Physical Medicine and Rehabilitation 
bed service has recently been established at 
this hospital. It is hoped that with the pro- 
gram described above more patients can be 
rehabilitated to a state of partial or complete 
independence. 
References 
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Dimethpyrindene 


A New Antithistamine, 


CARLTON L. CARPENTER, M.D., GEORGE W. NEDER, M._.D., 


A NEW ANTIHISTAMINE, dimethpyrindene, has 
been under clinical trial at the Charity Hospi- 
tal in New Orleans for several months. The 
need for a compound with maximal anti- 
histaminic action and minimal side effects 
has resulted in the rapid succession of many 
antihistaminic compounds being made avail- 
able to physicians for clinical use. 

Dimethpyrindene is a relatively nontoxic 
antihistamine, chemically a member of the 
indene series, many of the members of which 
have high therapeutic potentialities. It is 
designated as 2 -(1 -(2 -(2 - dimethylamino- 
ethyl) -3 - indenyl) - ethyl) - pyridine maleate. 
Its structure appears in figure 1. 

Dimethpyrindene is rapidly absorbed after 
oral administration, producing maximal ef- 
fects within an hour and has a long duration 
of action. It appears to give less sedation at 
dosage levels affording excellent antihista- 
minic action than other currently available 
antihistamines. 

In animal experimentation it has been 
shown* to have good topical anesthetic 
activity upon the cornea with no local irri- 
tation, as well as a protective action against 
the fibrillatory and depressant effect of 
aconitine on the isolated cat heart. No signifi- 
cant antispasmotic or anticholinergic action 
was observed on gastrointestinal smooth 
muscle. 


Dosage and Results 


A group of 56 adult patients with various 
types of allergic symptoms were treated with 
dimethpyrindene. The usual oral dosage was 
1.0 mg. at 4 to 6 hour intervals. In 2 patients 
the intramuscular route was utilized. In 
several patients the dosage was increased to 


the Division of Allergy and Depart- 
ment of Medicine, Tulane University a pel ot Medicine and 
the Charity Hospital of Louisiana at \° 
*Pharmacologic data and supplies of the , as Forhistal 
were furnished by Dr. Jock 
Products, Inc., Summit, N. J. 


and VINCENT J. DERBES, M.D.,+ New Orleans, La 


CHCHs 
CH,CH2N (CHs)g CHCOOW 
HCOOH 


2.0 mg. every 4 hours with only a minimal 
increase in drowsiness. 

Among the group of patients studied, 37 
had either hay fever or allergic rhinitis. Of 
these 24 received good to excellent relief of 
symptoms, 7 received some improvement and 
6 had no relief of symptoms. It was noted 
that the failures were chiefly in the patients 
with perennial rhinorrhea. 

Ten of the patients had urticaria. Five re- 
ceived good to excellent results with marked 
decrease in pruritus and disappearance of 
the urticaria. Four of the remaining 5 ex- 
perienced some relief, especially from the 
pruritus. One failed to respond. 

Two of our patients had drug reactions in 
which pruritus was the chief complaint. One 
patient had complete relief and one partial 
relief. Four of the remaining 6 patients in 
the group had varied diagnoses: one had a 
contact dermatitis, another erythema multi- 
forme; one received 2.0 mg. I.M. prophylac- 
tically to prevent a transfusion reaction, and 
one had mycosis fungoides, with intractable 
pruritus. The patient with erythema multi- 
forme received no relief. The patient who re- 
ceived the drug with a blood transfusion had 
had many previous transfusion reactions 
which were not controlled by antihistamines. 
This transfusion was uneventful. 


The patient with contact dermatitis and 
the patient with mycosis fungoides were only 
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partially relieved of their pruritus. Finally, 
there were 2 patients with atopic dermatitis 
who were placed on the drug; only one re- 
ceived any relief. 

The only significant side effect noted was 
drowsiness. Forty-five of the 56 had no side 
effects or were only minimally drowsy. Seven 
patients were moderately drowsy. Two pa- 
tients were markedly drowsy, one complained 
of dizziness, and one of mental depression. 

Seventeen of the patients had frequent 
blood counts done, and “liver profiles” which 
included cephalin flocculation, thymol tur- 
bidity, albumin-globulin ratio and alkaline 
phosphatase determinations. No changes were 
noted among these patients. 


Discussion 
A group of 56 patients with various allergic 
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and pruritic conditions were treated with 
dimethpyrindene. This antihistamine appears 
to be a valuable agent in the treatment of 
these conditions. 

Seventeen of the patients had a disease in 
which pruritus was a prominent feature. 
Fourteen of these received either complete 
or partial relief of the pruritus. 


Summary 


Dimethpyrindene, on the basis of an initial 
trial, appears to be an antihistamine with 
excellent therapeutic results and with less side 
effects than have appeared with certain other 
antihistaminic preparations. In addition, it 
is our impression that in the group of pa- 
tients studied the antihistamine had definite 
antipruritic effects. 
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An Improved Method for 
Administering Electroshock ‘Therapy 


J. K. HALL, JR., M.D.,t Richmond, Va. 


Treatment by electroshock is a well-established modality in the psychiatrists’ therapeutic 


THE FOLLOWING METHOD of administering elec- 
troshock therapy is certainly not original and 
is being widely used. However, it seems worth- 
while to describe it in some detail since some 
psychiatrists still are employing older methods 
of administration. Furthermore, it seems that 
other physicians than psychiatrists are inter- 
ested in the mechanics of administering elec- 
troshock treatments. 


Electroshock therapy for psychiatric disor- 
ders has been in use for about 20 years. A 
variable amount of voltage and the proper 
current are applied to the temples for a period 
of time, varying from 0.5 second to about a 
full second. Depending upon the machine 
used, the current will be direct or alternating. 
With one type of machine, wet fabric elec- 
trodes are used, having been soaked in a solu- 
tion. In my experience, these wet electrodes 
together with the electric current may cause 
troublesome skin “burns” at the temples, 
which are slow to heal and frequently leave 
scars. It is preferable to use another type of 
machine and metal electrodes applied with a 
film of conducting jelly, as is used in record- 
ing electrocardiograms. I have never known a 
skin “burn” to result from the use of these 
electrodes. 


At the instant the electroshock is applied 
the patient loses consciousness and, if the 
treatment is successful, has a grand mal con- 
vulsion. However, if insufficient voltage is ap- 
plied, or the duration of the current is not 
long enough, or both, a grand mal seizure will 
not result but only a petit mal one. It is gen- 
erally conceded that a grand mal convulsion 
must be obtained for the patient to benefit 
from treatment. Older people generally re- 
quire increased voltage and/or duration. The 
grand mal convulsion is usually quite hard 


+From the Westbrook Sanatorium, Richmond, Va. 


armamentarium. The author merely reviews some modern innovations. — 


and often results in backache as a result of 
vertebral compression of the dorsal spine. The 
backache may vary from mild to severe, and if 
the latter electroshock therapy must be 
stopped. In these cases, in addition to the pa- 
tient’s being uncomfortable, his psychiatric 
disorder may be very little improved because 
the shock treatments were discontinued pre- 
maturely. In elderly patients with brittle 
bones, electroshock has resulted in fractures of 
the humerus, femur, etc., as a result of the vio- 
lent muscular contractions. I recall one case of 
osteogenesis imperfecta in which electroshock 
was the therapy of choice but was withheld 
because of the fear of fractures. Admittedly, 
this is a rare condition, but unfortunately 
backaches have been a common complication 
of shock treatment and anything that could 
prevent backaches and fractures of long bones 
would be welcome indeed. 

In recent years a synthetic drug of the 
curare type has become available. It is a potent 
muscle-relaxant administered intravenously, is 
quick-acting and rapidly detoxified, and acts 
on all the voluntary muscles. One contraindi- 
cation to the use of the drug is myasthenia 
gravis. The chemical name of the drug is suc- 
cinylcholine chloride.* Twerity milligrams per 
cc. is the concentration as supplied by both 
manufacturers and the usual dose is one cc. or 
less, depending on the size and muscular de- 
velopment of the patient. Frail, elderly pa- 
tients may require as little as 8 mg. or 0.4 cc. 
Some patients who seem overly sensitive to 
the drug may require even less. 

Within a few seconds following the intra- 
venous administration of the drug, the patient 
will experience progressive muscle weakness 
and, when the drug attains its full effect, the 


*Supplied as “‘Anectine’’ by Burroughs-Wellcome & Co., 
Inc., and as “‘Sucostrin’” by E. R. Squibb & Sons. 
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patient will not be able to open his eyes nor 
lift his arms. Movement of a finger or a toe 
may be all he can accomplish. The respiratory 
muscles are equally paralyzed and obviously 
this condition can cause great emotional dis- 
tress to the patient who may have a feeling of 
being smothered in addition to being com- 
pletely paralyzed. The electroshock is com- 
monly administered 30 to 45 seconds after ad- 
ministration of the succinylcholine chloride, 
and on awakening from the shock treatment 
the patient's memory may be somewhat 
“addled,” but he will nevertheless have a defi- 
nite recollection of being totally paralyzed and 
having experienced a sensation of smothering. 
The patient may feel these sensations are part 
of the electroshock treatment per se, but never- 
theless he definitely dreads the sensation and 
does not want it repeated. 

As a result of these fears by the patients, 
the use of a rapidly-acting intravenous bar- 
biturate such as Pentothal has come into prac- 
tice with the muscle-relaxants and electroshock 
therapy (E.S.T.). Less than three and three- 
fourths grains of Pentothal are usually used to 
put the average patient into a light sleep, then 
the syringe is removed but the needle left in 
the vein, and the syringe containing the mus- 
cle-relaxant coupled to the needle and that 
drug is administered. 

There cannot be much argument that ad- 
ministering E.S.T. with the patient asleep in 
this manner is much less brutal than the old 
method with the patient lying fearfully on the 
bed expecting the sudden application of 100 
to 170 volts of electricity to the temples. Pa- 
tients’ fears can be further lessened by keeping 


out of their sight the electroshock box, the 
headband and the electrodes, bringing them 
into the room and connecting them only after 
the patient is asleep. Sometimes in initiating 
treatment a blood pressure reading may be 
obtained and, using the cuff as a tourniquet, 
the Pentothal be given with the patient hardly 
aware of what is going on and therefore less 
fearful. 


These adjuncts are real improvements in 
the administration of electroshock, and once 
used by a physician it is doubtful if they will 
be abandoned. Some physicians may be reluc- 
tant to add to the hazard of E.S.T. the addi- 
tional hazards of a potent muscle-relaxant and 
an intravenous barbiturate, but if used with 
caution and circumspection, the three can be 
combined with little risk, depending on the 
individual patient, of course. 

An airway is useful, assuring good respira- 
tory exchange, if the patient shows any diffi- 
culty or slowness in breathing after the con- 
clusion of the treatment. Of course, the greater 
quantity of succinylcholine chloride and/or 
Pentothal that has been given, the longer it 
will take for the patient to start respiration. 
At times all that is necessary is to extend the 
patient’s head moderately and to pull the jaw 
forward so the tongue does not block the 
throat. Frequently a hand-operated bag may 
be employed, by squeezing, to aid in restoring 
respiration. It is always well to have readily 
available, oxygen tanks and some type of re- 
suscitator for possible complications. 

Of course, the patient will still have a grand 
mal convulsion even though the violent mus- 
cular contractions are modified by the muscle- 
relaxant. 
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Cancer of the Mouth and Throat: 


Therapy and Repair* 


RICHARD T. FARRIOR, M.D., Tampa, Fla. 


The author considers the indications for operation in this group of lesions, 


the technics involved and the results obtained. 


Introduction 


THIS PRESENTATION will cover in as much de- 
tail as time permits the management of cancer 
seen in the routine oral physical examination. 
I refer to the routine examination as it should 
be performed by all otolaryngologists. I re- 
spectfully unite the otolaryngologists and the 
dentists as the custodians for detecting early 
curable cancer in the mouth, since they are 
in the best position for finding the early (less 
than 2 cm.) lesion. Patients are being exam- 
ined regularly by these doctors for other con- 
ditions, an ideal situation for locating asymp- 
tomatic cancer. Early detection of cancer for 
every patient examined is your responsibility 
and should be accepted as a challenge, if not a 
grave obligation to your patients. 

You, yourself, may be qualified to outline 
the surgical attack on these lesions; if not, the 
cooperative combined efforts of the otolaryn- 
gologist, plastic surgeon, head and neck sur- 
geon, dental surgeon, x-ray therapist, and 
prosthodontist should be utilized. 

If the surgeon performing the major sur- 
gery is familiar with the full-range of re- 
constructive procedures applicable, he may be 
more radical in his initial excision and un- 
necessary disfigurement or disturbance in 
function can be avoided. 

Emphasis will be placed upon the preserva- 
tion of normal tissue where possible, providing 
there is no question regarding an adequate 
margin about the primary lesion and the lym- 
phatic drainage is given proper consideration 
for the individual case. 

With some imagination and the armamen- 
tarium of reconstructive technics, often pri- 
mary repairs can be accomplished with local 
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tissue in the form of rotation or advancement 
flaps of mucous membrane, skin, or both 
combined. Grafts of free skin or mucous mem- 
brane may be used to effect primary healing 
without jeopardizing initial cure, follow-up 
examination, or secondary therapy, whether 
surgery or radiation. 

When cervical metastases exist or excision 
of adjacent lymphatic pathways or lymph 
nodes is necessary for an adequate margin, en 
bloc resection as a single primary procedure is 
urged. 

In selected cases pedicle grafts bearing their 
own blood supply may be used in primary re- 
construction, but more often are used as sec- 
ondary maneuvers. Bone grafts to the mandi- 
ble are reserved for secondary procedures by 
me, since all too often the graft placed at the 
time of the initial excision may be lost be- 
cause of infection or fistula formation. Pros- 
thetics, particularly associated with defects of 
the alveolar ridge, palate, or adjacent tissue, 
often offer a simple method of restoring func- 
tion, comfort and appearance. 

We should not neglect the emotional reac- 
tion of the patient, especially during the weeks 
of discomfort following major resection of tis- 
sue. During this period, the integrity of the 
patient’s personality can often be preserved 
with some form of primary reconstruction. 

In dealing with carcinoma from the lip to 
the larynx, careful individualization of the 
particular lesion is essential—what structures 
exactly are involved, what are the routes of 
spread in this location and what degree of 
anaplasia exists. 

The tumors under consideration comprise 
from 5 to 10% of all human cancer and ac- 
count for approximately 4% of all cancer 
deaths. The large majority (90 to 95%) of the 
lesions are squamous cell carcinoma and occur 
mainly in middle-aged to older males. 
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Cancer of the lip and tongue are the most 
common of the lesions we are discussing. Lip 
lesions account for 2% of all cancer in males 
and 0.1% in females. The incidence of cancer 
of the tongue is 3.5% in males and 0.5% in 
females. Intra-oral cancer alone is approxi- 
mately 4% of all cancers for men and 0.5% for 
women. The order of frequency of lesions by 
location is: (1) floor of the mouth, (2) alve- 
olar mucosa, (3) palate, and (4) mucosa of the 
cheek. 

Carcinoma of the larynx accounts for about 
2% of all human cancer and 95 to 97% of 
these lesions are in males. There is an approxi- 
mately equal incidence for intrinsic and ex- 
trinsic lesions of the larynx. 

It is not within the realm of ‘this paper to 
discuss the particulars of diagnosis, differential 
diagnosis, and etiology of cancer. I would like 
to say that these lesions are rarely seen in non- 
smokers and the patient usually is both a 
heavy smoker and heavy drinker. 

This paper is to deal primarily with surgi- 
cal management. X-ray therapy maintains a 
definite place in our armamentarium and has 
not had its final say with new developments, 
modalities of administration, and _ greater 
knowledge of intracellular chemistry and the 
atom. 

For this discussion, the surgical manage- 
ment, where operation is feasible, will be out- 
lined. As a general rule, where surgical treat- 
ment is feasible, it is the desired treatment in 
my opinion. 

Electrosurgery must also be kept in mind, 
especially where primary closure would be im- 
possible and grafts impractical. 

An area which requires critical considera- 
tion is palliative surgery where cure is unlike- 
ly, but the increased comfort and improved 
function with the advantages of removing 
necrotic tissue makes such operations both in- 
dicated and more humane. 


Lip 

Squamous cell carcinoma is the most fre- 
quent carcinoma of the lower lip, and basal 
cell carcinoma is the most frequent carcinoma 
of the upper lip. More than 90% of these 
lesions are on the lower lip in men. One out 
of four lesions in women are of the upper lip. 
Lesions of the skin of the lip are usually of the 
basal or basosquamous cell type. Adenocarci- 
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noma of the mucosal salivary glands may oc 
cur. About 4% of mixed salivary gland tumors 
occur in the lips. 


Excision of lip lesions should be wide, 
There are many methods of reconstruction 
usually utilizing adjacent tissue as rotation or 
advancement flaps. Very early lesions may be 
treated by irradiation, but also may be readily 
excised and a good cosmetic result obtained as 
a single procedure. For simple excision, a 
block wedge is advocated in preference to the 
simple “V” wedge excision since a more ade- 
quate margin may be maintained and notch- 
ing of the lip margin is prevented. When the 
margins of defect have healed, as a secon- 
dary procedure the lip skin may be raised and 
rotated inward upon itself for lining. The re- 
sulting raw surface is then covered with adja- 
cent tissue as rotation flaps or distant tissue as 


pedicle grafts (Fig. 1). 
Alveolus and Bone of Jaw 


Again, squamous cell carcinoma is the most 
frequent neoplasm. Here the malignancy is 
quite often preceded by leukoplakia or may 
be surrounded by leukoplakia. Cancer of the 
lower gingiva accounts for from 5 to 10% of 
all intra-oral cancer and is approximately 
three times more common than cancer of the 
maxillary gingiva. The lesions usually arise in 
the molar area or posterior one third of the 
dental arch. There may be early metastasis to 
the submaxillary and anterior jugular lymph 
nodes. Spread from the maxillary gingiva is 
usually by local extension to the palate and 
buccal mucosa. Metastases from the superior 
lesion are late. Although a rare tumor, the 
superior maxilla is the most common site of 
malignant melanoma of the oral mucosa. 

The areas of involvement with malignant 
melanoma in the order of frequency are: the 
hard palate, alveolar mucosa, and soft palate. 
In approximately one third of the cases re- 
ported, there has been pre-existing pigmenta- 
tion. Certainly pigmented lesions in the 
mouth, especially if there is a change in the 
size or appearance of the lesion, warrant cau- 
tious evaluation. 

Critical analysis of the depth of the involve- 
ment and degree of anaplasia is most impor- 
tant in lesions of the gingiva. Wide local exci- 
sion may include a portion of the underlying 
mandible for adequate margin. If there is clin- 
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FIG. 1 


CANCER OF THE MOUTH AND THROAT—Farrior 


(A) This extensive squamous cell carcinoma involves the entire lower lip and extends laterally into the right cheek. Palpa- 
ble cervical nodes were present. Radical excision, including underlying periosteum of the mandible, was combined with radical 
neck resection. (B) This shows extent of the excision of the primary and the combined reconstructive precedures used: a 
large Estlander flap on the right, an advancement flap on the left, preserving buccal mucous membrane for a vermilion line, 
and a rotation flap from the superior neck. Postoperatively, the orifice is functional. Additional reconstruction includes 
effecting a gingivolabial sulcus with an intra-oral skin graft, repair of the lateral commissure and revision of the vermilion. 


ical, x-ray or histologic evidence of bone inva- 
sion, an en bloc mandibulectomy is essential 
(Fig. 2). 

When a section of the mandible has been 
removed, and even for the hemimandibulec- 
tomy, some form of bar prosthesis or pin is 
most often used to prevent contracture of the 
fragments or deviation of the remaining man- 
dible. The bar extends directly between frag- 


FIG. 2 


A partial mandibulectomy must be performed when there 
is invasion of bone. Rarely is the mandibulectomy without 
neck resection. indicated. The neck resection should include 
all lymph-bearing tissue from the mandible to the clavicle, 
and from the midline or beyond to the trapezius muscle. 
I have been reluctant to leave a portion of the sterno- 
cleidomastoid muscle, although good results have been re- 
ported, and the muscle flap is of considerable help in 
reconstruction, especially over a pin prosthesis. 


ments and by my technic is immobilized by 
direct wiring to the mandible. Mobility of the 
bar is the chief reason for extrusion and criti- 
cism for the use of pins. The threaded Stein- 
mann pin perforated to receive No. 26 stain- 
less steel wire is the most frequently used bar. 
After threading it into the mandibular stump, 
the pin is wired directly above and below 
through drill holes in the mandible. Recently, 
I have used a washer-type nut which both pre- 
vents the bar from advancing into the mandi- 
ble and serves as a flange to receive the wire. 
The direct wire and nut are combined (Fig. 3). 


For gingival lesions surgical excision is the 
treatment of choice due to the proximity of 
bone. 

In this location bone and dentigerous 
tumors should be kept in mind. One case of 
benign ossifying fibroma and the use of a 
stainless steel bar is presented. Dental tumors 
may be benign or intermediate and tend to 
recur locally as with adamantinomas. About 
3% of all sarcomas occur in the jaw. Bone 
metastasis may occur in the jaw from distant 
tumors such as those of the thyroid and 
prostate. 


Buccal Mucous Membrane (Cheek) 


These lesions more than any others, except 
perhaps the tongue, are often preceded by 
leukoplakia. Cancer in this area usually arises 
along the occlusal line near the lower third 
molar or near the lateral commissure of the 
lip. Quite large areas may be excised and 
closed primarily by utilizing rotation and ad- 
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Some type of bar or pin prosthesis is often used when a 


mandibulectomy has been performed. Movement of the 
pin in the bone is the chief reason for extrusion. Im- 
mobilization is accomplished by direct wiring of the threaded 
Steinmann pin into the mandible. No. 26 stainless steel 
wire is from burr holes in the bone either to perfo- 
rations in the pin or over nuts which also serve to prevent 
the bar from extending into the bone. In the case shown 
the pin was wired for stability. The condylar process was 
removed from the specimen, threaded on the pin, and re- 
inserted into the glenoid fossa. This prosthesis has been in 
place two and one-half years and has caused no trouble. 


vancement flaps of the mobile buccal mucosa. 
Attention must be given to avoiding section- 
ing the parotid duct. This may be transplant- 
ed when necessary. Free split thickness skin 
grafts or mucosal grafts from other areas of the 
mouth are sometimes used. In these instances, 
the graft which is backed with surgical Rayon 
or tantalum mesh is sutured in position, and 
the sutures left long to tie over a bolster of 
synthetic sponge. 

Roentgen therapy alone is not advocated, 
but may be used in combination with inter- 
stitial irradiation or surgery. Most of these 
lesions may be readily excised and primary 
healing obtained by the above mentioned 
technics. For early lesions, cure rates as high 
as three times greater than for the over-all 
series have been reported. 


Floor of the Mouth 


Malignancies in this area are most treacher- 
ous and demand critical evaluation as to the 
exact location and degree of anaplasia. The 
growth is insidious and is usually noted by 
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observation or palpation rather than by symp. 
toms. Metastases are usually early and one 
fourth to one third of the patients seen will 
have submaxillary adenopathy. In general, 
the so-called prophylactic neck resection is not 
advocated, but considering the above and with 
a highly anaplastic lesion in a younger person, 
I would strongly consider a supra-omohyoid 
dissection without palpable nodes to obtain an 
adequate margin, including the immediately 
adjacent lymphatics and submaxillary gland, 
Supra-omohyoid dissection is not considered 
an adequate operation for metastasis, and in 
the occasional case is advocated only as an 
adequate margin for “wide local excision” of 
the lesion of the immediately adjacent floor of 
the mouth. I have been reluctant to leave por- 
tions of the sternocleidomastoid muscle for 
reconstructive purposes for fear of leaving sig- 
nificant lymph-bearing tissue in the neck at 
operation, even though this muscle can often 
be used to good advantage in reconstruction. 
With the same reasoning, I generally favor a 
time interval between bilateral neck resections 
so the jugular vein on the second side may be 
removed instead of preserved, as advocated by 
those who perform the combined bilateral 
neck resection. 

With cervical metastasis on one side and a 
primary tumor approaching the midline, I 
would advocate a radical neck resection when 
nodes are evident and a supra-omohyoid dis- 
section on the other side seems logically indi- 
cated to me. The complete neck resection adds 
so little to the procedure that in most instan- 
ces, if the upper section is indicated, the en- 
tire neck resection should be carried out. This 
procedure is not indicated if nodes are present 
in the submaxillary triangle. 

Considering the primary and cervical me- 
tastases as separate surgical fields, as advocated 
by some on the basis of embolic metastasis to 
the neck, is not yet acceptable to me and 
wherever possible an “incontinuity” resection 
is done to avoid sectioning lymphatic path- 
ways. 

Very early lesions of the floor of the mouth 
may be treated by either surgery or x-ray. For 
large lesions both the roentgenologist and the 
surgeon have good arguments as to the treat 
ment of choice. Roentgen therapy may be 
combined with interstitial radiation or sur 
gery. In the presence of palpable submaxillary 
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or cervical nodes, I definitely favor a com- 
bined “incontinuity” neck resection and -sur- 
gical resection of the primary tumor. I am op- 

d to waiting an undetermined period of 
time to see if the primary lesion will be con- 
trolled and thus allowing the metastases to 
become inoperable. X-ray therapy is notori- 
ously poor in treating the cervical metastases 
and must be reserved for recurrences in the 
neck which has been operated upon or as pal- 
liation for the inoperable lesion. 

If x-ray therapy is thought to be the treat- 
ment of choice for the lesions of the floor of 
the mouth, tongue or tonsil and cervical nodes 
exist, I am not opposed to performing a neck 
resection prior to the radiation of the primary 
lesion. 

If the lesion approaches the mandible, 
either the periosteum, alveolus, or inner table 
of the mandible must be removed for an ade- 
quate margin. A mandibulectomy must be 
performed if there is bone involvement, and 
the neck resection is usually indicated. 

Skin grafts may be used as primary or sec- 
ondary procedures releasing the tongue and 
allowing more mobility. Dentures may be 
more readily worn and disabilities in speech 
and eating are reduced when such grafts are 
used. 


Tongue 


Malignancies of the tongue are second to 
those of the lip in frequency, but are much 
more malignant and carry a much more grave 
prognosis. Carcinoma of the anterior tongue 
is involved in two thirds of male patients and 
four fifths of female patients. Malignant 
adenocarcinoma of the mucous glands occurs 
rarely but should be kept in mind. 

Regional metastases are more likely to occur 
with cancer of the tongue than in lesions of 
the lip or buccal mucosa. As a rule, the more 
posterior the lesion, the more anaplastic it be- 
comes. The further posterior the lesion and 
the larger the growth, the more x-ray therapy 
is used. Where resection is feasible by wide, 
local or en bloc neck resection, the over-all 
prognosis is better and, in my opinion, the 
approach should be surgical. The smaller 
lesion, located laterally or near the tonsillar 
pillar, may be treated surgically, especially as 
a combined resection. 


Local or “incontinuity” surgery should not 
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be performed for any tongue lesion unless it is 
radical. The best results are obtained with an- 
terior lesions on the free border of the tongue. 
The exacting application of combined roent- 
gen and interstitial radiation therapy offers 
fairly good cure rates. As mentioned above, in 
the presence of adenopathy and when surgical 
resection is feasible, the combined neck resec- 
tion and pull-through operation is favored. In 
the operable lesion, located more posteriorly, 
splitting the mandible for exposure or partial 
mandibulectomy may be necessary (Fig. 4). 

When the hemimandibulectomy and hemi- 
glossectomy have been performed, a skin graft 
from the margin of the tongue to the cheek 
flap, either as a primary or secondary proced- 
ure, allows more mobility to the tongue, aids 
in eating, and is helpful in preventing devia- 
tion of the mandible (Fig. 5). 

For resectable lesions at the base of the 
tongue, the trans-hyoid approach and “upper- 
half” or supraglottic laryngectomy should be 
given consideration. This approach and the 
“incontinuity” resection of the lymph-bearing 
tissue of the neck definitely has its place in 


FIG. 4 


When involved cervical nodes exist and the tongue lesion 
is away from the mandible, an “incontinuity”’ resection is 
carried out without mandibulectomy. I do not advocate 
separating the two surgical fields in separate procedures on 
the basis of the adenopathy being an embolic phenomenon 
as argued by some. At all times, care is taken to avoid 
sectioning lymphatic pathways. 
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When a combined mandibulectomy and partial glossectomy 
have been performed, primary closure without a graft neces- 
sitates suturing the margin of the remaining tongue to the 
mucosa of the cheek flap. This produces the adherence 
shown and limited motion of the tongue. This may 
prevented by a primary skin graft or a secondary graft may 
be applied after separating the tongue and cheek, effecting 
greater mobility of the tongue and helping prevent deviation 
of the mandible. 


the surgical armamentarium. A primary skin 
graft may be used. When this procedure is 
done, I would like to suggest that the larynx 
be occluded with a synthetic sponge stopper 
until such time that the patient has learned 
to swallow. This stint can then be removed 
either with a curved forceps or by direct laryn- 
goscopy. Such a stint, which prevents aspira- 
tion may be sutured into position, with 
through and through wire stay sutures. 


Tonsil 


Neoplasms of the tonsil and tonsillar pillars 
are considered together because of the ana- 
tomic proximity, although the pillars might 
well be included with the velum or soft palate. 
Lesions are much more common on the anter- 
ior pillar than the posterior pillar. Early 
lesions may be treated by surgery or x-ray. If 
excision of the pillar lesion is done, it should 
be radical and include the adjacent, richly 
lymphatic tonsil as a “radical tonsillectomy.” 

Although squamous cell carcinoma is the 
most common, the undifferentiated epithelial 
tumor, lympho-epithelioma, is mentioned as 
this nomenclature is preferred by some, and 
the tonsil is a common site for its occurrence. 
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Either of the lesions responds well to irradia. 
tion, but I would again emphasize the points 
made for lateral tongue lesions situated pos- 
teriorly and the mouth lesions of the posterior 
floor regarding combined en bloc neck resec- 
tion when cervical nodes are present. In true 
lympho-epithelioma, cervical metastases re. 
spond well to x-ray therapy. However, in my 
experience, several of these primary lesions so 
diagnosed had metastases of fairly well differ- 
entiated squamous cell carcinoma. For this 
reason, I favor radical neck resection for the 
cervical metastases. 


It is important to stress, when a_ partial 
mandibulectomy is performed, that the inter- 
vening pterygoid muscles should be taken 
without cutting across drainage routes. A true 
en bloc resection of the tonsil, pillar and un. 
derlying tissue should be left attached to the 
overlying mandible at the angle and ramus, 
Although primary closure of the mucous mem- 
brane can be accomplished, it is worthwhile to 
keep skin grafts in mind for the reasons out- 
lined. In large resections and when a mandi- 
bulectomy has been performed, a tracheotomy 
is always done so the bulk of the sponge stint 
for the graft produces no trouble. The stint is 
ready for removal by the time the feeding tube 
and tracheotomy are removed. Tantalum mesh 
may be utilized without the use of the sponge 
stint. The mesh is left in position until it can 
be teased out and perhaps aids in preventing 
contracture of the graft. 

Again, if cervical nodes are present at the 
time of the first examination, I favor early 
neck resection rather than waiting to observe 
the response of the primary lesion to x-ray, 
provided cure of the primary tumor is within 
reason. The first chance is the best, and almost 
only chance for cure, and I firmly believe an 
all-out effort should be made. If cure is the 
objective time is lost in waiting before attack- 
ing the cervical nodes. 


Palate 


The hard and soft palate are the most fre- 
quent locations for mixed salivary gland 
tumors and malignant melanoma within the 
mouth. Other unusual neoplasms appear here, 
but again from the practical, clinical stand- 
point, epidermoid carcinoma remains the chief 
problem. The true malignancies of the sali- 
vary gland must also be kept in mind. 


The chief spread of these tumors is by local 
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extension, and the involvement of adjacent 
bone presents the greatest problem in manage- 
ment. Often it is necessary to resect underlying 
bone simply to obtain an adequate margin, 
including a natural lymphatic barrier. When 
bone is actually invaded, radical en bloc resec- 
tion is essential. Again, small lesions away 
from the bone may be treated either by sur- 
gery or irradiation. 

Resection may of necessity enter the nasal 
fossa or antrum. The surgeon must be familiar 
with these areas and maintain three-dimen- 
sional thinking throughout the procedure. 
Defects in the palate are readily treated with 
simple or sometimes more elaborate pros- 
theses. Often primary closure can be obtained 
by manipulating adjacent mucous membrane 
from the palate or buccal mucosa. The raw 
surface over the hard palate, produced as a 
donor site, re-epithelizes readily by secondary 
intention. Electrosurgery is sometimes elected. 

If a cheek flap is raised for excision of a 
palatal lesion including bone, or if buccal mu- 
cosa must be excised, a skin graft should be 
used for extending from the mucosal margin 
into the defect. A gauze or tantalum hammock 
may be utilized across the palatal defect to 
hold the sponge stint for the graft in position. 

Antral lesions are mentioned since they fre- 
quently present into the mouth. In fact, the 
anteroinferior antral lesion which presents the 
best prognosis often is seen first because of 
poorly fitting dentures or as a tumor in the 
mouth. In the maxillectomy, one half of the 
palate is removed and, as above, skin grafts 
are used to back the cheek flap and line the 
defect. Prostheses are most helpful in restoring 
normal speech, mastication and appearance. 


Salivary Gland 


Tumors of the salivary gland may occur pri- 
marily from the intra-oral minor glands or 
may extend intra-orally from the major sali- 
vary glands. Tumors of the sublingual glands 
are infrequent. One case is presented of a large 
“dumbbell” tumor of the parotid which 
pushed the tonsil beyond the midline in the 
oropharynx. The intra-oral extension was ap- 
proximately six times as large as the mass pre- 
senting behind the angle of the mandible ex- 
ternally. Of those tumors arising intra-orally, 
the palate is the most common site, but lesions 
are seen in the lips, cheeks and tongue. 
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Approximately 0.3% of all malignant 
tumors arise from the salivary gland. Only 
one fourth to one third of the salivary gland 
tumors are malignant. In the parotid, 75% of 
the tumors are benign, whereas in the submax- 
illary gland 75% of the tumors are malignant. 
Tumors of the parotid are eight to ten times 
as frequent as tumors of the submaxillary and 
all the remaining glands account for about as 
many as the submaxillary gland. 

Although mixed tumor is the most common 
type, adenocarcinoma and mixed cell carci- 
noma may occur in previously benign mixed 
tumors. About 3% of mixed tumors become 
malignant. 

Salivary gland tumors are radioresistant and 
operation is the treatment of choice. Excision 
must be adequately wide and should include 
some normal gland, even for the incapsulated 
benign tumor. Even malignant tumors in this 
area tend not to invade and, as a rule, will 
push the facial nerve to one side. With metic- 
ulous microdissection, maintaining an ade- 
quate margin of normal gland, the facial nerve 
may be salvaged in most cases. With invasion 
of the nerve it must, of course, be sacrificed. 
With tumors of any size or depth, I prefer to 
identify the main trunk of the seventh nerve 
where it emerges and then dissect forward. 
When a small superficial tumor is located an- 
teriorly in the cheek, it can be approached 
directly, care being taken to identify the divi- 
sions of the nerve. If the nerve must be sacri- 
ficed in this location, only a small area of 
movement would be effected, and the multiple 
neural anastomoses anteriorly favor return of 
function. 


Tumors of the salivary glands are progres- 
sive in growth and there is a tendency toward 
malignant change. For these reasons the 
earlier the growth is removed the better the 
prognosis, and the less formidable the opera- 
tion. If tumors of the submaxillary gland 
prove to be malignant, a combined neck resec- 
tion should be done. This policy also should 
probably be followed for the parotid gland 
more than is done. 


Pharynx 


This section will deal with lesions of the 
oropharynx and hypopharynx. Lesions of the 
pyriform sinus will be considered with the 
larynx. These tumors account for approxi- 
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mately 1 to 2% of all malignancies and 0.9% 
of all cancer deaths. 

Because this region is distant from the vital 
structures related to pain or disturbance in 
function, the smaller lesions are too infre- 
quently seen. This is one of the “silent” areas 
where a growth attains large size before be- 
coming symptomatic. With local extension 
vital areas become involved and there may be 
encroachment on the alimentary tract or air- 
way. 

As a rule, the further posterior and the 
nearer to the hypopharynx, the greater the 
anaplasia and the more frequent the metastasis 
to regional lymph nodes. The area of highest 
theoretical, undifferentiation and_ clinical 
malignancy might be postulated to be some- 
where in the hypopharynx near the pyriform 
sinus. The degree of laryngeal anaplasia in- 
creases outward from the free margin of the 
true vocal cord towards this hypothetical 
point. The lateral wall of the pharynx will be 
involved more often than the posterior wall. 


Although these lesions will quite often be 
assigned to roentgen therapy, the over-all cure 
rate by this modality is quite low and the phy- 
sician must make a difficult decision in advis- 
ing his patient. Surgery is, of necessity, exten- 
sive; however, the pharyngotomy and pharyn- 
gectomy or laryngo-pharyngectomy procedures 
are now curing patients previously relegated 
to palliative x-ray therapy only. Modern ad- 
vances make these more extensive procedures 
possible and, by employing reconstructive 
technics, fairly good function can be restored. 

There are many technics for reconstructing 
the lateral pharyngeal wall and _ cervical 


esophagus. Quite often with the imaginative - 


utilization of available adjacent mucous mem- 
brane, primary repair can be accomplished in 
cases which in the immediate past were man- 
aged by exteriorizing the pharynx and esoph- 
agus and performing some type of secondary 
repair. A skin graft and stint may be used, 
especially if some mucosa remains which can 
be dilated. When a secondary procedure is 
utilized, some modification of the Wookey 
procedure often is useful. The cervical skin is 
inverted inward upon itself, producing a feed- 
ing tube and is sutured to the pharynx above 
and the esophagus below. There are several 
methods of resurfacing the raw surface result- 
ing from this tubing. A free split thickness 


1028 SOUTHERN MEDICAL JOURNAL 


AUGUST 1960 


graft is the least desirable, but offers the some- 
times important advantage of a one-stage pro- 
cedure. Other one-stage operations utilize ad- 
vancement flaps from the lateral cervical skin 
or occipito-mastoid rotation flaps from the 
posterolateral aspects of the neck. In the latter 
case a split thickness skin is used to cover the 
donor area. 


Often the skin of the neck is of such poor 
quality, after previous extensive operation or 
irradiation, that it cannot be utilized in the 
above fashion. Small raw surfaces may be cov- 
ered with simple pedicle grafts from the an- 
terior chest wall. Large defects may require a 
large bipedicle graft from the chest extending 
across the midline. If insufficient skin of 
proper quality is available near the fistula, 
the pedicle graft may be lined with a split 
thickness graft prior to transfer. The split 
thickness graft is then utilized as lining for the 
esophagus. 

Larynx 


Ninety per cent of laryngeal malignancies 
are squamous cell carcinoma, and an addi- 
tional 5 to 8% are of other epithelial types. 
Malignancies of the larynx comprise 1 to 2% 
of all cancer and account for almost 1% of all 
cancer deaths. The disease occurs nine to ten 
times more often in men than in women. 


Malignant lesions of the free margin of the 
vocal cord tend to be well differentiated and 
metastasize late. Metastasis usually occurs only 
after the growth has extended from the vocal 
cord and can no longer be termed a true in- 
trinsic lesion. 

Generally, malignancies of the larynx are a 
surgical problem. X-ray therapy is reserved for 
the limited lesion (less than 1 cm.) of the free 
margin of the vocal cord, the free rim of the 
epiglottis, or at the anterior commissure ex- 
tending on either side of the midline, and the 
vocal cords must be freely movable. Irradia- 
tion is often used for palliation, but even there 
with the threat of chondritis, severe edema, 
and a foul smelling tumefaction, a “palliative 
laryngectomy” as a toilet procedure has some- 
thing to offer. In such cases, a tracheotomy is 
needed anyway and the diseased larynx above 
the tracheotomy is nonfunctioning. In these 
instances the demise of the patient is much 
more comfortable if the tumor mass is re- 
moved as a strictly palliative procedure. 


The indications for the various surgical 
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procedures on the larynx, correlated with the 
size and exact location of the lesion, have been 
fairly well standardized as to the mode of 
therapy. A description of each type of lesion 
and the indicated operation extending from 
the laryngofissure through the combined neck 
resection and pharyngolaryngectomy is not 
called for here. I would, however, like to make 
a few comments regarding preservation of 
normal tissue and the addition of some recon- 
structive principles to the armamentarium of 
the laryngologist (Fig. 6). 

Again, quite often a primary closure of the 
mucous membrane can be obtained with at- 
tention toward not excising normal tissue un- 
necessarily, and utilizing adjacent mucous 
membrane to advantage. 

When the laryngofissure or thyrotomy, and 
partial laryngectomy, including the overlying 
cartilage, is performed, complete coverage of 
the resulting raw surface may frequently be 
accomplished with advancement or rotation 
flaps from the aryepiglottic fold or hypo- 
pharyngeal mucous membrane. The raw sur- 
face may be greatly reduced even when a fair 
portion of the uninvolved vocal cord and the 


With the combined wide field laryngectomy, some attention 
is given to preserving normal tissue where possible, pro- 
vided an adequate margin remains with the specimen. 
Mucous membrane from the sinus of the unin- 
volved side may be preserved. In a well lateralized or 
pyriform sinus lesion, the larynx may be split vertically and 
all of the mucous membrane of the uninvolved side stripped 
of the cartilage and utilized in closure. By preserving 
normal tissue and utilizing reconstructive technics, primary 
reconstruction can most often be accomplished eliminating 
the need for secondary reconstruction of the cervical 
esophagus. The homolateral thyroid lobe and the isthmus 
are removed. 
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homolateral arytenoid cartilage have been 
removed. 


One case is presented where a large defect, 
created by the above procedure, was lined with 
a skin graft inserted over a stint composed of 
a finger cot filled with resilient synthetic 
sponge. Such a stint is held in position by wire 
stay sutures passed through the skin and 
larynx. After an adequate interval the sutures 
are withdrawn externally and the stint re- 
moved from above. It has been interesting to 
note in this case that primary healing was 
good, but as a result the glottis remained wide 
open and there was less tendency to form a 
cicatrical band in the area of the cord. The 
voice, therefore, was not as good as might be 
hoped for. The procedure remains worth- 
while, however, in radical excision where 
stenosis may become a problem. With thy- 
rotomy the tantalum keel is useful. 


In many cases, when the lesion is well later- 
alized, it is possible to preserve additional mu- 
cous membrane on the uninvolved side, facili- 
tating closure or, in the case of large extrinsic 
or pyriform sinus lesions, sometimes prevent- 
ing an exteriorizing pharyngotomy. This is 
advocated only where an adequate margin is 
assured. Mucous membrane of the pyriform 
sinus on the uninvolved side most often can 
be preserved. This may be extended to include 
the aryepiglottic fold, but if the lesion is endo- 
laryngeal, though well lateralized, the anterior 
commissure should be taken with the speci- 
men. 

On occasion for lesions of the pyriform 
sinus and pharyngeal wall, the larynx has been 
split and the mucosa of the uninvolved side 
stripped of the cartilage used in reconstruc- 
tion. The above procedures were combined 
recently in a case where it was necessary to 
perform a combined neck resection, hemi- 
mandibulectomy, glossectomy, and laryngec- 
tomy. Primary closure was obtained in this 
case without the use of grafts. 

I would emphasize that in advocating the 
above, the accepted principles of cancer sur- 
gery should at no time be violated and the 
margin should be both adequate and gener- 
ous. I also believe, however, that the principle 
of preserving normal tissue wherever possible 
is sound. 


Conclusion 
The group of malignant neoplasms which 
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have been under discussion account for 5.5% 
of all cancer deaths. This is a significant fig- 
ure when one considers all malignancies of all 
body areas, and also significant when as high 
as one half of these deaths could have been 
prevented with early detection, a responsibil- 
ity of the otolaryngologist. Cure rates would 
be even higher with combined early detection 
and adequate initial excision. 

The intricacies of the anatomy in these 
areas produce a large variety of growths in a 
variety of locations making each tumor an in- 
dividual study. Individualization of each case 
would not only produce better cure rates, but 
would allow in many instances, better preser- 
vation of function. 

There can be no standard or routine opera- 
tion in cancer surgery. Each individual lesion 
must be regarded separately and each individ- 
ual must be evaluated separately. The condi- 
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tion of the patient, the exact location of the 
lesion, the degree of anaplasia, and the pres- 
ence of regional metastases influence the ther- 
apeutic modality to be chosen. 

Should reconstruction be total or partial, 
now or later? Primary reconstruction sho ald 
not be considered if there is a remote pussi- 
bility that its use would influence adequate 
excision. With correct thinking I believe that 
familiarity with reconstructive technics allows 
radical excision more often than it prevents 
adequate excision. If the excising surgeon 
knows it can be put back together, he will cut 
wider. In advocating the preservation of tis- 
sue, accepted principles of cancer surgery can- 
not be violated concerning the margin of nor- 
mal tissue which is to be taken with the 
specimen. 

References are available upon request to 
author. 
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Gastroscopic Appearance 1n 


Linitis Plastica* 


SAM A. OVERSTREET, M.D., and SAMUEL M. SMITH, JR., M.D., 


Louisville, Ky. 


Commonly this lesion has been thought to progress slowly. These cases as reported are contrary 
to this thinking. Few gastroscopic descriptions have been documented. The 


authors describe their findings. 


Linitis PLastica or scirrhous carcinoma is one 
of the rarer forms of malignancy involving the 
intestinal tract. Golden and Stout! report that 
it was found in 2.5% of 200 cases of carcinoma 
of the stomach reviewed. Other estimates in- 
dicate an occurrence as high as 10 per cent. 
More rarely it is found in other portions of 
the intestinal tract—colon, small bowel and 
gallbladder—but almost always secondary to, 
or metastatic from the primary lesion in the 
stomach.? Laufman and Saphir® have reported 
4 cases primary in the colon, and Turnbull, 
Fisher and Rosenak‘ have reported one simu- 
lating ulcerative colitis. 


This lesion was previously characterized as 
the “leather bottle” stomach because of the 
thickening and resultant inelasticity of the 
wall and the spreading of the lesion to involve 
the entire organ. At first it was thought to be 
a manifestation of syphilis; it is now regarded 
as a malignant lesion, its etiology having noth- 
ing to do with syphilis. It is generally de- 
scribed as slow of extension or metastasis be- 
yond the stomach, but the review of case re- 
ports as well as our own observation does not 
tend to support this view. 

Carcinoma begins in and grows along the 
mucosa, usually penetrating through the mus- 
cularis mucosa into the submucosa and some- 
times through the muscle bundles of the tuni- 
ca muscularis to the serosa.1 The production 
of collagenous fibers around the invading 
strands of epithelium in the mucosa, submu- 
cosa and serosa causes marked thickening and 
loss of elasticity of the stomach wall which 
may be more than an inch thick.5 This unus- 


*Read before the Section on Gastroenterology, Southern 
Medical Association, Fifty-Third Annual Meeting, Atlanta, 
Ga., November 16-19, 1959. 


1031 


ual thickening of the stomach wall sometimes 
can be demonstrated on x-ray films and may 
constitute a valuable roentgenologic evidence 
of the lesion. 

Clinical symptoms are not particularly char- 
acteristic but, in general, are those found in 
other forms of malignancy, except for the slow 
progress of the disease which is unusual for 
gastric malignancy. Obstruction and hemor- 
rhage are not rare complications whereas per- 
foration seldom occurs. Anemia may result 
from malnutrition or from actual blood loss. 

Laboratory findings of significance are ane- 
mia, occult blood in the stool and increased 
sedimentation rate. Three of four of our cases 
had gastric acidity within normal range. 

Roentgenologic signs are sufficiently charac- 
teristic to lead to a strong suspicion of the 
nature of the lesion. Loss of elasticity of the 
gastric wall and lack of normal mucosal pat- 
tern are perhaps the most constant evidences 
of abnormality. Thickening of the gastric wall 
may sometimes be demonstrated on x-ray 
films. Decrease in the actual size or capacity of 
the stomach is significant, and a progressive 
diminution of the size may be demonstrated if 
serial examinations are made during the 
course of the disease. A fine serration of the 
profile of the lesser or greater curvature may 
be noted due to superficial ulceration or 
severe gastritis. 

On gastroscopic observation in 3 of 4 pa- 
tients observed by us, a severe superficial 
bleeding gastritis has been demonstrated. De- 
crease or absence of mucosal folds has been 
seen in each instance. Normal peristaltic 
movement has been lacking. The stomach 
walls have appeared rigid and inflation with 
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air has therefore been more difficult than in 
the normal stomach. 


Some of the clinical, laboratory, x-ray and» 


gastroscopic findings are recorded in 4 cases of 
linitis plastica which we have studied. 


Case Reports 


Case 1. Miss T. S., age 56, was first seen June 7, 
1946. 


She gave a history of pain in the chest, loss of 
weight and appetite of 6 months duration. There had 
been indigestion and daily vomiting of food. Her 
weight had declined from a normal average of 118 
to 93 pounds. A general physical examination was not 
particularly significant except for anemia. The blood 
count was 3,800,000 with 73% hemoglobin. X-ray film 
of the chest showed considerable fibrosis in both 
lungs and evidence of recent inflammatory reaction 
in the left base, thought to represent bronchial pneu- 
monia which was clearing. Gastric analysis showed 
no free hydrochloric acid in the first specimen. A 
specimen taken 15 and 30 minutes after the adminis- 
tration of histamine showed a total acidity of 26 and 
free hydrochloric acid of 21, and total acidity of 38 
and free hydrochloric acid of 27, respectively. The 
gastric specimens were positive for blood. 

An x-ray examination of the upper intestinal tract 
on June 16 showed “an extensive filling defect in the 
fundus and upper portion of the stomach which 
produces some delay in the passage of the barium 
from the esophagus into the stomach. This presents 
an appearance strongly suggestive of a malignancy 
involving this area.” (See Fig. 1.) 

The patient was admitted to St. Joseph Infirmary 
on August 23. An attempt at esophagoscopic exami- 
nation on September 4th was unsuccessful. The pa- 
tient died on Sept. 6, 1946. A description of the au- 
topsy finding of the stomach follows: “The stomach 
appears small in situ and on palpation it is extremely 
firm, particularly at the cardiac end where the wall 
is densely infiltrated and the posterior aspect densely 
adherent to the pancreas. The pancreas and stomach 
are removed as one. On the greater curvature near the 
pylorus, the stomach is densely adherent to the trans- 
verse colon. On opening the colon a neoplastic-like 
infiltration is seen in the mucosa. On opening the 
stomach, the entire wall is infiltrated from the cardiac 
orifice to the pylorus. It averages 10 to 12 mm. in 
thickness. The mucosa is apparently thickened, but 
there are no areas of ulceration. The mucosa is con- 
gested and hemorrhagic over most of the surface.” 

The microscopic examination is as follows: “Stom- 
ach: Sections show the mucosa intact, of relatively 
normal thickness. The wall is very markedly thickened 
chiefly in the submucosa and the subserosa. In these 
thickened portions of the wall, there are occasional 
small groups and single epithelial cells which are 
atypical. These characteristically show small hyper- 
chromatic nuclei. The fibroplastic proliferation greatly 
overshadows the neoplastic invasion of the wall. Sec- 
tions from small nodules taken from the peritoneum 
show a dense collagenous fibrous tissue with small ir- 
regular hyperchromatic nuclei. The fibrous reaction 
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FIG. 1 


is in much greater proportion than the epithelial in- 
vasion. Final Diagnosis: Scirrhous carcinoma of the 
stomach with invasion of the pancreas and the trans- 
verse colon with peritoneal implants. Purulent peri- 
carditis. Mild chronic nephritis with retention cyst, 
left and hydronephrosis, right.” Figure 2 shows (A) 
low and (B) high power views of the microscopic 
findings of stomach tissues. 

Case 2. Mrs. F. G., age 44, was admitted to the 
Baptist Hospital on August 19 and discharged on 
Aug. 31, 1956. 

This was the third episode of massive bleeding 
from the upper intestinal tract which occurred during 
the past 5 months. Two separate studies of the in- 
testinal tract by x-ray failed to reveal the source of 
bleeding or any demonstrable lesion of the intestinal 
tract (Fig. 3). Her physician, Dr. Karl D. Winter asked 
us to see her. Gastroscopic examination was requested 
and reported as follows: “There was little difficulty 
in introduction of the scope but distention with aif 
was difficult. A satisfactory view of very much of the 
mucosa of the stomach was obtained. The stomach 
contained a good deal of mucus, and all of the surface 
of the mucosa that was observed was red and im 
flamed in appearance and bled easily, consistent with 
superficial gastritis. No localized lesion, such as ulcer 
or malignancy, was observed. Conclusion: Superficial 
bleeding gastritis.” 

The patient was kept under observation and con- 
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tinued to have gastrointestinal distress. Moderate 
anemia was present. On April 9, 1957, an exploratory 
operation was done. A description of the abdominal 
finding is as follows: “The stomach is found to be of 
small size with very thick walls. A tumor mass ap- 
parently involves the wall of most of the stomach. 
This appears to be thick and the involvement is 
chiefly in the posterior wall along the greater curva- 
ture extending almost down to the pylorus and al- 
most as high as the opening into the esophagus. The 
gastrohepatic ligament was fixed and edematous. The 
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gastrocolic ligament was in a similar condition and 
appeared to have multiple little nodes, one of which 
was secured from the greater curvature and sent to 
the laboratory for examination. The abdomen con- 
tained a moderate amount of blood tinged fluid. This 
was subjected to microscopic examination for cancer 
cells. Mesentery to the small bowel was apparently 
involved and fixed and edematous. There were mul- 
tiple little implants on the anterior serosal layer of the 
transverse colon.” 


FIG. 3 


X-ray findings on (A) April 23, 1956, 


(B) April 1, 1957, and (C) July 22, 1957. 
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Microscopic report: “Anaplastic metastatic carcinoma 
in lymph node and ascitic fluid.” 

Treatment, thereafter, was symptomatic. She was 
again admitted to the Baptist Hospital on Sept. 13, 
1957, where she died. A postmortem examination was 
not allowed. 

Case 3. Mr. C. C., age 41, was seen in the office 
Jan. 7, 1958. He complained of bleeding from the 
intestinal tract. 

In October of 1957, he began having trouble with 
his stomach which was characterized by gas, and ab- 
dominal discomfort after eating. He had some dark 
stools but these were not described as black. There 
was no hematemesis. He was hospitalized and given 
4 blood transfusions. Two x-ray examinations on 
October 17 and December 15 showed an ulcer of the 
duodenum. His discomfort continued despite therapy. 

Physical examination was not particularly significant 
except for the loss of about 20 pounds in weight and 
some tenderness high in the epigastrium. A gastric 
analysis without the use of histamine showed the 
total acidity to be 82° and free hydrochloric acid 
54°. Examination of the stool showed 3 plus occult 
blood. He had 2,640,000 red blood cells with 56% 
hemoglobin. X-ray examination of the stomach was 
reported as follows: “The esophagus is normal. A 
careful study of the stomach is made with a small 
amount of barium to outline the mucosal folds. A 
small defect on the lesser curvature near the fundus 
is noted but it does not seem to be sufficiently clear 
to establish the diagnosis of ulcer, although it is seen 
in several films. No other indication of organic lesion 
in the stomach is seen.” 

A gastroscopic examination was done on Jan. 8, 
1958: “The mucosa of the stomach showed numerous 
hemorrhagic areas. No free bleeding was observed 
and there was no bloody mucus on the gastroscope 
when it was removed. No ulcerations were observed. 
The mucosa appeared slightly more edematous than 
usually seen. Conclusion: The mucosa is consistent 
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with a superficial hemorrhagic gastritis without evi- 
dence of ulceration.” 

He was returned to his home hospital. Operation 
was done on Jan. 23, 1958. The following report is 
from his surgeon: “We found metastatic adenocarci- 
noma involving approximately two thirds of the liver, 
The stomach was involved from the cardia two thirds 
of the way around the greater curvature towards the 
duodenum. Reported as a linitis plastica.” 

We do not have a microscopic report on this patient. 

Case 4. Miss V. M., age 43, a registered nurse, had 
been losing weight and suffering from digestive dis- 
comfort for 3 months. Two x-ray studies of the in- 
testinal tract showed an unusual rigid type of stom- 
ach. The roentgenologist suggested linitis plastica as 
the most probable disease (Fig. 4). 

We were asked by her physician, Dr. John §. 
Llewellyn, to do a gastroscopic examination. Our re- 
port follows: “The gastric mucosa appeared smooth 
and the normal mucosal rugae were almost entirely 
absent. A blotchy hemorrhagic gastritis was seen over 
almost the entire mucosa which appeared edematous 
and thickened. There was inability to obtain good 
distention of the stomach with air; there was absence 
of the usual peristaltic movements about the pylorus, 
which seemed rather rigid. No ulceration or evidence 
of tumor were seen. Conclusion: The gastric mucosa 
is abnormal and resembles that seen previously in 
instances of linitis plastisa.” 

Operation on Sept. 3, 1958, revealed an inoperable 
malignant lesion involving the stomach and adjacent 
organs, Microscopic section of omentum demonstrated 
malignant cells of the type described as scirrhous 
carcinoma. Death occurred on Feb. 1, 1959. 

Figure 5 shows (A) low and (B) high power views 
of the microscopic findings in the omentum. 


Comment 


Four instances of linitis plastica have been 
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FIG. 5 


Vans 


briefly presented—3 women, one man, ages 41 absence of gastric folds, decrease in peristaltic 
to 56 years. It is notable that from appearance movement, and bleeding superficial gastritis. 
of the earliest symptoms until death was less 


than 2 years in each case. At operation or au- References 
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Pancreatitis 


therapeutic points for the busy doctor. 


PANCREATITIS is a serious disease with a high 
mortality regardless of the plan of treatment. 
The disease is more common in adult males 
who eat and drink heavily. The fact that in 
many patients the onset occurs one or two 
hours after a heavy meal is explained by re- 
calling that the pancreas is most active at that 
time, and that any injury, such as a small hem- 
orrhage or distention of a duct, favors the ac- 
tion of trypsin and autolysis. The disease is 
frequently associated with cholecystitis and 
cholelithiasis. A calculus lodged in the am- 
pulla of Vater may dam up the bile until it is 
forced back into the pancreatic duct. 


Classification 
1. Acute 
A. Interstitial 
B. Edematous 
C. Hemorrhagic 
Subacute 
Chronic 
Postoperative 
Traumatic 


1. Acute pancreatitis is an involvement of 
extreme gravity, often characterized among 
other manifestations, by acute inflammatory 
changes, hemorrhage within and outside of the 
gland, and suppuration. These conditions may 
occur variously combined,—inflammation, 
hemorrhage, gangrene, suppuration. Hemor- 
rhagic apoplexy has been considered a condi- 
tion of acute aseptic pancreatic hemorrhage, 
in contradistinction to the same condition as- 
sociated with sepsis. In addition, the escaping 
pancreatic ferments, from the portion of pan- 
creas involved, cause fat necrosis and peripan- 
creatic peritonitis, and when bacteria are add- 
ed, suppuration. The condition may be fulmi- 
nating and whether so or not, may prove one 
of the most unmanageable surgical problems 
with an unusually high mortality. Further- 
more, the diagnosis may be difficult or im- 


possible. 


ge 


LEONARD A. BIBLE, M.D., Jackson, Miss. 


This is a concise review of the subject with an outline of diagnostic and 


2. Subacute pancreatitis. Essentially the 
same characteristics are present here as in the 
acute form of involvement, except that the de- 
gree of the manifestations is less marked. 


3. Chronic pancreatitis. This is a condition 
which results from the following causes: irri- 
tation from gallstones, impacted either in the 
ampulla of Vater, or in the lower end of the 
common bile duct (the commonest cause); 
pancreatic calculi; extension of inflammation 
originating in gastroduodenal catarrh; exten- 
sion from gastric or duodenal ulcer; outside 
pressure; obstruction of the duct, possibly 
from injuries, typhoid and syphilis; and 
alcohol. 

4. Postoperative. This condition usually oc- 
curs after common duct surgery, gastrectomy 
or splenectomy, and manifests itself by acute 
tachycardia, distention, prolonged illness or 
unexplained upper abdominal pain and ten- 
derness. The diagnostic features are essentially 
those as in acute pancreatitis including elevat- 
ed serum amylase. 


5. Traumatic. Usually resulting from trau- 
ma, an example being the so-called “steering 
wheel injury.” The serum amylase is usually 
elevated, and the disease may be complicated 
by a high incidence of pancreatic pseudocysts. 


Diagnosis 


In the foregoing the morbidity of this dis- 
ease has been pointed out and the arbitrary 
divisions, depending upon the severity, have 
been listed. The diagnosis of pancreatitis pre- 
sents a problem to tax the diagnostic acumen 
of the attending physician since there are no 
clear-cut symptoms or signs to establish an 
accurate physical diagnosis. In the acute hem- 
orrhagic and suppurative types the onset i 
sudden, characterized by constant agonizing 
epigastric or periumbilical pain, nausea, vom 
iting and symptoms of collapse. Rapid pulse 
and cyanosis are not uncommon. There is 
usually extreme tenderness of the pancreatic 
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area extending into the costovertebral angles. 
However, these same signs and symptoms are 
too often found in acute coronary occlusion, 
acute intestinal obstruction, acute gallbladder 
disease and especially peptic ulcer. There are, 
however, a few features which may be utilized 
as an aid in establishing a proper diagnosis, 
such as careful cardiac examination, and ab- 
dominal percussion to determine the absence 
or presence of free air and to demonstrate the 
absence or presence of liver dullness. X-ray 
studies with the patient in the left lateral posi- 
tion may demonstrate free air in the peri- 
toneal cavity. Last, but of most importance 
is the determination of serum amylase. The 
serum amylase will be elevated in pancreatitis 
often enough to be used as the chief diagnostic 
aid. The findings of an elevated serum amy- 
lase in the presence of acute upper abdominal 
pain with tenderness across the upper abdo- 
men points very emphatically to the diagnosis 
of acute pancreatitis. 

In chronic pancreatitis one is faced with 
even more difficulties in establishing the cor- 
rect diagnosis. Not only may chronic pancre- 
atitis be confused with milder forms of car- 
diac, cholecystic and gastrointestinal disease, 
but it may actually never produce enough 
symptoms to make any diagnosis other than 
one labeled “possible gastritis,” “indigestion”’ 
or some other vague syndrome, since the less 
severe forms of pancreatitis do not produce 
shock, rapid pulse or cyanosis as in the severe 
forms. However, should one seek some dys- 
crasia in glucose tolerance or serum amylase, 
an accurate diagnosis might be established. 
But all too often the patient is subjected to 
diagnostic exploratory laporatomy, and only 
then does the nature of the patient’s illness 
become manifest. 


Treatment 


Surgical 

Surgical treatment may be summed up by 
saying that there is no adequate surgical 
treatment for acute pancreatitis. To review 
surgical history, the original idea was to incise 
the capsule and drain the pancreas, but the 
majority of the patients went on to expire. 
The pendulum then swung toward no surgical 
intervention with treatment being given pure- 
ly from a medical standpoint. In the past it 
was popular to perform cholecystostomy, the 
theory being that pancreatitis usually occurs 
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when there is some obstruction in the region 
of the ampulla of Vater, or that obstruction 
may result from inflammatory lesions of the 
duodenum, stones in the ampulla of Vater or 
some other related obstruction such as lesions 
in the head of the pancreas. When obstruction 
occurs it is believed that a reflux of bile is 
forced into the pancreas and the syndrome of 
pancreatitis results. Consequently, by doing 
cholecystostomy, an “escape valve” is produced 
and the pressure created in the biliary system 
is relieved through the drainage tube placed 
in the gallbladder. This theory sounds plaus- 
ible and is probably of value when the ob- 
struction is of the type just mentioned, but is 
useless in diffuse pancreatitis not due to an 
obstructive cause or pancreatitis which de- 
velops in a gland proximal to a pancreatic 
calculus. To summarize the treatment it can 
be said briefly that if diffuse pancreatitis ex- 
ists surgery will benefit only those who are 
obstructed within the duodenum or ampulla 
of Vater or head of the pancreas. 


Sphincterotomy. The success of this opera- 
tion has varied in the hands of different sur- 
geons. Some have reported very satisfactory 
results, others are less enthusiastic. One is jus- 
tified in trying this procedure before attempt- 
ing more radical surgery if no definite cause 
of disease is apparent on abdominal ex- 
ploration. 

Jaundice produced by pancreatitis in the 
presence of an undiseased gallbladder should 
be treated by some form of drainage of the 
biliary tract. Since the common duct should 
always be explored, external drainage can 
readily be instituted by the use of a T-tube. 
Internal drainage may be established when 
obstruction to the flow of bile into the duo- 
denum exists. If the cystic duct is patent, anas- 
tomosis between the gallbladder and some por- 
tion of the gastrointestinal tract will establish 
adequate internal drainage. Cholecystogastros- 
tomy is a simple and usually satisfactory pro- 
cedure. 

The gallbladder may be anastomosed to the 
duodenum or to the jejunum, depending upon 
the ease of approximation and the preference 
of the surgeon. 

When the cystic duct is obstructed or the 
gallbladder has been removed or is diseased, 
the common duct may be anastomosed to the 
intestine. A side-to-side anastomosis may be 
performed between the common duct and the 
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duodenum. Some surgeons prefer to divide the 
common duct and anastomose its proximal 
end to the duodenum or jejunum. 


Pancreatic Cysts. Symptomatic cysts should 
be treated surgically. There are two primary 
objectives to be derived from surgical treat- 
ment, either to remove the cyst or to establish 
drainage. Drainage may be of the “internal or 
external” type, marsupialization or anastomo- 
sis between the cyst and jejunum. Obviously 
complete eradication of the cyst is preferable, 
but all too often this cannot be done and the 
other types of treatment must be instituted. 
Generally a pancreatic cystojejunostomy form 
of internal drainage can be done and certainly 
carries a lower mortality and morbidity rate. 
Location, size, accessibility and point of origin 
will determine the type of procedure. 

Medical 

Following the swing of the pendulum over 
the past several years, it is now generally ac- 
cepted that treatment of acute pancreatitis is 
a medical and not a surgical problem. Follow- 
ing this trend toward conservative manage- 
ment it obviously is important that the diag- 
nosis be established, and once the diagnosis is 
established therapy be initiated as outlined: 

(1) Reduction of pancreatic secretion,— 
this is accomplished by giving the patient 
nothing by mouth, the use of nasogastric suc- 
tion, and the administration of some type of 
vagolytic drug, Pro-Banthine being an excel- 
lent example. 

(2) Electrolyte depletions should be re- 
placed and normal fluid and electrolyte bal- 
ance maintained. This can be determined by 
frequent, pertinent laboratory determinations. 

(3) These patients usually require frequent 
large transfusions of whole blood. It is not un- 
common to find an initial deficit in blood 
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volume averaging 1,500 cc., and usually the 
patient requires much more during the course 
of his illness. 

(4) It is necessary to relieve pain, morphine 
should be avoided since it produces spasm of 
the sphincter of Oddi. Generally it is prefer. 
able to use meperidine. 

(5) Splanchnic blocks may be considered. 

(6) A broad spectrum antibiotic should be 
administered, and generally a tetracycline is 
given because this drug is excreted in the bile. 

Next, it is thought advisable to avoid sur- 
gery in the acute phase. After the patient has 
made improvement under these therapeutic 
suggestions, he is maintained on vagolytic 
drugs, and a low fat bland diet. Approximate. 
ly six to eight weeks following the acute phase 
of the illness, a cholecystogram and upper 
gastrointestinal series should be obtained. Ap- 
proximately 50% of the patients will have bil- 
iary disease, and occasionally a pancreatic cyst 
will be found. In patients who exhibit biliary 
disease appropriate surgical treatment should 
be considered. 

Approximately 25% of all patients who re- 
cover will have recurrent attacks, either of the 
acute or chronic type. 


Summary 

Pancreatitis, in its various forms, is a dis- 
ease of which we have little understanding as 
to etiology, physiology, pathology and treat- 
ment. 

Medical therapy is preferable to surgical, 
and will generally afford better results as well 
as a greater survival ratio. 

Surgery does have value and the indications 
for its use have been noted. 
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Volvulus of the Sigmoid Colon 


H. WHITNEY BOGGS, JR., M.D., and HALL H. RATCLIFFE, JR., M.D.,t 


Shreveport, La. 


From a small series of cases the authors deduce that sigmoidoscopic intubation, if successful, 
is usually followed by subsequent bouts of recurrent volvulus, and that resection 
is usually needed. They review the clinical picture. 


VoOLVULUS OF THE SIGMOID COLON is the leading 
cause of strangulating obstruction of the large 
bowel. This condition is the second most com- 
mon cause of acute colonic obstruction, ex- 
ceeded only by carcinoma.' The importance of 
the hazardous disease as a surgical problem is 
apparent, for this condition has a reported 
mortality of from 14 to 50 per cent.” 


Incidence 


At the Confederate Memorial Medical Cen- 
ter, volvulus of the sigmoid colon occurred 
upon 21 occasions among 13 patients during 
the 8 year period from Jan. 1, 1951, through 
Dec. 31, 1958. Volvulus of the sigmoid colon 
accounted for 26% of all obstructions of the 
large bowel treated during this period. 

Recent reports indicate that diverticulitis 
may surpass volvulus as the second leading 
cause of obstruction of the colon.’ Though 
this may perhaps be true, we have not found 
it to be true among the hospital population 
at our institution. During the 5 year period 
from 1952 through 1956, only 28 cases of diver- 
ticulitis were treated on the surgical service. 
Of this group, 6 (or 22%) underwent surgical 
treatment. Of these 6, only one patient was 
operated upon because of obstruction. In the 
remaining 5 cases operation was undertaken 
because of perforations, fistula formation or 
inability to distinguish the disease from carci- 
noma. Volvulus of the sigmoid colon was treat- 
ed on 11] separate admissions in 8 individual 
patients during this same 5 year period. 

Volvulus of the sigmoid colon is reported 
with greater frequency among males than fe- 
males.* Twelve of our patients were men and 
one was a woman. Contrary to previous re- 


*Read before the Section on Proctology, Southern Medical 
Association, Fifty-Third Annual Meeting, Atlanta, Ga., No- 
vember 16-19, 1959. 


tFrom the artment of Surgery, Confederate Memorial 
Medical Center, 


ports, we did not find this disease more preva- 
lent among negro than among white patients,5 
—8 patients were negro and 5 were white. 
This incidence closely corresponded to the 
admission ratio of negro to white patients dur- 
ing the 8 year period. 

The youngest patient was 49 and the oldest 
was 84 years of age. All but 2 patients were 
over 55 years of age (Table 1). 


Pathology 


Two essential conditions predispose to the 
development of volvulus of the sigmoid flex- 
ure: (1) a long, redundant sigmoid loop, and 
(2) a shortened, narrow mesenteric base. The 
essential pathologic features are two-fold, the 
first being rotation or torsion of the sigmoid 
loop upon its mesenteric axis. This rotation of 
the sigmoid loop is combined with axial tor- 
sion of the involved segment. This rotation 
may be either in a clockwise or counterclock- 
wise direction. The axial torsion has been 
shown by Groth® to be twice the degree of the 
mesenteric twist. The degree of obstruction 
produced depends in part upon whether the 
axial torsion is evenly distributed or limited 
to a short segment. 

Volvulus of the redundant loop in excess of 
180° is sufficient to produce mechanical ob- 
struction. If the ileocecal valve remains com- 
petent, a double closed-loop obstruction exists. 


Two separate changes may produce marked 


TABLE 1 
AGE DISTRIBUTION 


Age in Years No. of Cases 
30-40 0 
41-50 1 
51-60 3 
61-70 5 
71-80 3 
81-90 1 

Total cases 18 
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vascular alteration of the involved segment, 
these are (1) occlusion of the vascular outflow 
due to axial rotation and (2) visceral hyper- 
tension in the involved loop. This pressure 
may equal or exceed the diastolic blood pres- 
sure and the bowel is made bloodless. The loss 
of blood supply leads rapidly to strangulation. 
This may lead to death either from shock due 
to loss of fluid and blood, or from peritonitis. 


Clinical Findings and Diagnosis 


The average duration of symptoms prior to 
hospital admission was 72 hours; the shortest 
period was 36 and the longest was 140 hours. 
A history of previous attacks was obtained 
from 8 of the 13 patients. Without exception, 
patients gave a history of chronic constipation, 
often accompanied by abdominal distention. 
Abdominal distention, classified as moderate, 
was present in 14 cases at the time of admis- 
sion. In 7 of these cases, the distention was 
described as severe. Nineteen of the 21 cases 
complained of abdominal pain at the time of 
admission. The pain was usually insidious in 
onset, mild in nature and characterized by 
colicky exacerbations. 

In 4 of the cases, pain was the predominant 
presenting complaint, and 3 of these patients 
later proved to have gangrene of the colon. 
Three patients denied pain, either with the 
onset of the presenting illness or after hospital 
admission. Vomiting of a mild nature was 
noted early in the course of the disease in 7 
cases. Ten patients vomited late in the course 
of their illness, and in 4 patients vomiting was 
absent. Audible bowel sounds were present in 
17 cases at the time of admission. In each of 
the 3 cases exhibiting gangrenous bowel, peri- 
stalsis was absent. In only 11 of the 21 cases 
was a significant amount of abdominal tender- 
ness elicited by the attending physician. Ab- 
dominal tenderness was stated to be absent in 
10 patients. Rebound tenderness, indicating 
peritoneal involvement, was present in each 
case with gangrenous bowel. 

Roentgenographic examination of the ab- 
domen is of paramount importance in the 
diagnosis of this condition. The characteristic 
findings noted on plain scout film examina- 
tion are as follows: (1) marked distention of 
the sigmoid; (2) fluid levels in the bowel in 
the erect position; (3) moderate gaseous and 
fluid distention of the remainder of the colon 
wtih a thick but smooth-walled sigmoid; and 
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(4) the typical “Ace of Spades” or “Bird's 
Beak” deformity noted on barium enema. 

The characteristic roentgenologic findings 
coupled with the signs and symptoms previ- 
ously reviewed enabled us to arrive at the cor- 
rect preoperative diagnosis in each case in this 
series. 

We agree with Pool and Dunavant* that 
little advantage is to be gained by dividing the 
volvulus into different stages of acute, sub- 
acute or chronic as had been suggested. 

All of our patients presented the clinical 
picture of obstruction of the large bowel at 
the time of admission. We prefer to classify 
volvulus as either initial or recurrent and 
either without strangulation, with suspected 
strangulation, or with strangulation. 

Sigmoidoscopic examination should be un- 
dertaken, when possible, in all cases suspected 
of having obstruction of the large bowel from 
any cause. The sigmoidoscope offers a valu- 
able aid in the diagnosis of the volvulus of the 
sigmoid colon. The diagnostic value of the ex- 
amination has recently been emphasized by 
Levin.? In two instances, we were able to diag- 
nose by sigmoidoscopic examination the pres- 
ence of suspected strangulation in the involved 
segment when abdominal examination was in- 
conclusive. 


Treatment 


The treatment of volvulus of the sigmoid 
colon is surgical. Anything less fails to offer a 
chance for definitive cure. 

A variety of procedures, both nonopera- 
tive and operative, have been described for 
the treatment of volvulus of the sigmoid 
colon.12.4.5.7 There is no question about the 
proper treatment of the patients with either 
suspected of having, or having frank strangu- 
lation. In such cases, there is general agree- 
ment that the obstructive Mikulicz type of re- 
section is mandatory in an attempt to salvage 
the patient. 

The mortality associated with volvulus of 
the sigmoid colon is in direct proportion to 
the number of patients treated in whom stran- 
gulation is present. The mortality rate in this 
group of patients varies from 40 to 66% and 
higher of reported series.? 

It is in the group of patients who manifest 
no evidence of strangulation that controversy 
as to the methods of treatment exists. In this 
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group the mortality is no greater than that 
associated with colonic obstruction in general, 
and varies from 0 to 22 per cent. 

The nonoperative sigmoidoscopic intuba- 
tion treatment as advocated by Bruusgaard* 
has attracted a great deal of attention since his 
original report. The high recurrence rate in 
his series and a mortality of 14% is not im- 
pressive and offers little toward a definitive 
cure. This method is of value as a diagnostic 
aid and as an attempt to relieve the existing 
obstruction prior to undertaking definitive 
resection. 

Sigmoidoscopic intubation was attempted 
successfully in 12 of 21 cases and without suc- 
cess in 3 additional cases. The rate of deser- 
tion by the patient following successful intu- 
bation is the most distressing objection to this 
method. Of 7 cases in which volvulus was re- 
duced by nonoperative sigmoidoscopic intuba- 
tion, 6 patients refused further hospitalization 
and left the hospital in great haste. The sev- 
enth patient had recurrent volvulus on the 
second day after reduction and an obstructive 
resection was done. In one patient the volvu- 
lus was reduced at the time of barium enema. 
This patient also refused further treatment. 

Five patients had nonoperative reduction of 
the volvulus followed by resection on the same 
hospital admission. Four of these five patients 
had previously had nonoperative reduction on 
at least one occasion and deserted the hospital. 

Operative detorsion was done in 3 cases. 
One additional patient had previously under- 
gone operative detorsion on two separate occa- 
sions in another hospital before he was admit- 
ted to our surgical service for resection. 

This group of patients is admittedly too 
small to permit proper evaluation, though 
from our personal experiences we are not 
favorably impressed with this form of surgical 
management. The first patient failed to re- 
turn for definitive resection. The second pa- 
tient returned 2 years after operative detorsion 
with acute volvulus with strangulation requir- 
ing an obstructive resection. The desertion 
rate of 66% and a recurrence of 33% is not 
appealing. Dean and Murry’ report a recur- 
rence rate of 60% following this form of treat- 
ment. 


Primary resection and anastomosis with a 
complementary colostomy was done in one 
case. We have had no experience with resec- 
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tion and primary anastomosis. Although this 
method has been used successfully by others, 
we have had no cases in which we felt this 
form of treatment was indicated. 

Cecostomy and transverse colostomy have 
no place as methods of decompression in this 
disease. Cecostomy was employed in one case 
in which the volvulus was found to be reduced 
at laparotomy. The cecum was greatly dilated 
with a large laceration. Impending perfora- 
tion was feared and cecostomy was done after 
a rectal tube had been inserted from the anus 
to assure continued reduction of the volvulus 
(Table 2). 


Mortality 


There were 3 deaths among the 21 admis- 
sions, an over-all mortality of 14.2 per cent. 
The patient mortality was 23 per cent. In the 
group of 3 patients having gangrene of the 
involved segment there were 2 deaths, a mor- 
tality of 66 per cent. 

The first death was in 1951, and occurred 
in a 70 year old colored man who had been 
ill for 48 hours before admission. Gangrene of 
the bowel required a Hartmann closure of the 
distal bowel. The patient died on the third 
postoperative day. The remaining deaths were 
in 1958. The second death occurred in a 48 
year old feebleminded white man who had 
been ill for 56 hours prior to admission. Short- 
ly after exploration the patient developed car- 
diac arrest. Cardiac massage was successful and 
simple detorsion was done. The patient again 
developed a cardiac arrest while in the recov- 
ery room several hours later and failed to re- 
spond to resuscitative measures. 

The third death was in an 83 year old 
negress, ill for 72 hours prior to admission. 
After preparation, resection of the involved 
gangrenous segment was done using local an- 
esthesia. The distal bowel was closed by the 
Hartmann method. The patient expired on 


TABLE 2 
TREATMENT OF SIGMOID VOLVULUS 


Proctoscopic reduction 7 
Proctoscopic reduction with resection on same admission 5° 
Operative detorsion 8 
Resection and anastomosis with complementary colostomy 1 
Obstructive resection 4 
Cecostomy 1 
Barium enema 1 


*Volvulus recurred on 2nd postreduction day requiring ob- 
structive resection. 
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TABLE 3 


MORTALITY IN 21 CASES OF VOLVULUS 
OF THE SIGMOID COLON 


cedures. In conclusion, we would like to offer 
the following outline of treatment for volvu- 
lus of the sigmoid colon. 


Treatment Cases Deaths Per Cent 
Viable sigmoid: 
Nonoperative 0 0% 
Operative ll 1 9% 
Gangrenous sigmoid 
Operative 3 2 66% 
Total 21 3 14.3% 


the sixth postoperative day. Autopsy showed 
the presumed cause of death to be due to ex- 
‘tensive bilateral pneumonia (Table 3). 


Summary 


A review of the incidence, pathology, diag- 
nosis, and treatment of volvulus of the sigmoid 
colon is presented. The clinical findings, treat- 
ment and results in 21 cases occurring in 13 
patients at the Confederate Memorial Medical 
Center in 8 years are reviewed. The mortality 
rate for the 21 cases was 14.2 per cent. The 
patient mortality (13 cases) was 23 per cent. 
The mortality among 18 admissions without 
evidence of gangrene was 5.1 per cent. Two of 
the 3 patients with gangrene (66.6%) died 
following treatment. 

Six of the total 13 patients (46%) had one 
or more admissions with recurrent volvulus of 
the sigmoid colon. The danger of strangula- 
tion of the involved loop exists with each re- 
current attack. Because of this we are con- 
vinced that prevention of recurrence is a 
prime factor in the treatment of this disease. 
Nonoperative reduction and simple operative 
detorsion are associated with excessive recur- 
rence rates and poses the ever-present problem 
of the patient’s desertion following these pro- 


I. Initial episode 
A. Without evidence of 
strangulation 


1. Nonoperative decompression fol- 
lowed on the same admission by 
elective resection and anastomo- 


S1S 


2. If nonoperative decompression 
fails, laparotomy and obstruc- 
tive resection 


3. Primary resection and anastomo- 
sis (seldom advisable in our lim- 
ited experience). 
B. With suspected strangulation 
1. Laparotomy and obstructive re- 
section. 


C. With strangulation 


1. Laparotomy and obstructive re- 
section. 


II. Recurrent episode 
A. Laparotomy and obstructive resec- 
tion. 
B. Laparotomy and resection and pri- 
mary anastomosis in selected cases. 
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Treatment of Hematomas* 


NILA KIRKPATRICK COVALT, M.D., CHARLES C. CARLETON, M.D., 
and W. ANSELL DERRICK, M.D., Winter Park, Fla. 


The authors believe that treatment with direct low voltage current prevents discoloration in 
extravasations of blood, and when once this has occurred, recovery may be hastened. 


THE SERIOUSNESS of a subdural hematoma is an 
accepted fact, as is bleeding in other areas of 
the brain or into a body cavity or organ. On 
the other hand, bleeding into soft tissues 
which causes ecchymosis or discoloration of 
the skin within a few hours, or three or more 
days after trauma has occurred, frequently 
calls for little comment or concern. Even 
though a “sterile abscess” (an encysted hema- 
toma) or fibrotic scarring may occasionally de- 
velop in an organized clot from injury deep in 
soft tissue, little mention is made of hema- 
tomas in the literature, either as to their oc- 
currence, let alone treatment. 

A search in several texts on trauma, trau- 
matic surgery, surgery of the eye, the ear, or on 
plastic surgery, or on pathology failed to men- 
tion the subject. In one book only was there 
the statement that the only treatment for a 
hematoma is the early use of ice, and then 
time. Dentists are also faced with the problem 
at times, since some extractions or other oral 
procedures, are wont to cause bleeding into 
adjacent soft tissue. 

The most common reference to hematomas 
seems to be in fiction, and particularly in 
“who-done-its,” where the heroic private eye 
frequently gives or receives a black eye along 
with routine knock-out blows to the head, 
from which he quickly recovers. On a personal 
level, the recipient of a black eye is always the 
target of jokes from his acquaintances. That a 
black eye may be uncomfortable seems unim- 
portant to those who jokingly commiserate 
with the owner of the “mouse.” That bleeding 
in the soft tissues elsewhere on the body may 
also be sore and even painful, is something the 
recipient usually accepts, as he does the black 
eye, until time has brought forth the resolu- 
tion of the lesion. 


“Read before the Section on Physical Medicine and Re- 
habilitation, Southern Medical Association, Fifty-Third Annual 
Meeting, Atlanta, Ga., November 16-19, 1959. 
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When red blood cells are spilled into tissue 
in hemorrhage, either a hematoma is formed, 
the red blood cells are trapped in the margins 
of an infarct, are incorporated into a throm- 
bus, or remain for a few days as recognizable 
red blood cells. After this the color fades, the 
hemoglobin seeping out. In an area away from 
any immediate contact with the circulation, 
living tissues or cells, hemoglobin breaks down 
to form bile pigment. This pigment, formed 
in a local extravasation of blood, was original- 
ly referred to as hematoidin which is identi- 
fied with bile pigment. Hematoidin is formed 
without necessary intervention of any living 
cell in incubated blood. In the midst of a pool 
of hemorrhage, yellow masses appear, more 
frequently in the form of burr-like. crystals—a 
center with crystal projecting in all direction. 

Such crystals of bilirubin are called hema- 
toidin burrs. Bilirubin diffuses quite “easily 
and remains in solution in slightly alkaline 
tissue; but necrotic tissue is slightly acid and 
thus crystallization takes place. Therefore, it is 
in areas of poor absorption that crystalline 
forms are found; this occurs extracellularly. 

The iron containing part does not appear as 
a colored substance under these conditions in 
which living cells are not concerned. But there 
is a second circumstance—where red blood 


~ cells are spilled in proximity to living tissue or 


into interstices, with living cells and circula- 
tion—which occurs at the margin of any hem- 
atoma. In such areas phagocytes, a type of 
macrophage, pick up red blood cells and dis- 
integration of the cells and hemoglobin occurs 
within the phagocytes. Here is a slightly alka- 
line medium and thus hematoidin forms, does 
not crystallize, but diffuses. It stains the tissues 
but is absorbed rapidly. 

This course of events can be followed in a 
bruise or black eye, which is dark red, the 
color due to the extravasated blood. This dark 
hue remains for several days, but then there 
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appears a yellow tinge around the periphery 
which then spreads out. This represents the 
diffusion of hematoidin. This color persists as 
long as any extravasated red blood cells are 
not destroyed. After the red-blue color has 
gone, the yellow color also follows in a few 
days. Since hematoidin in this circumstance 
remains in solution, it cannot be seen under 
the microscope. Only the naked eye, viewing a 
gross bit of tissue, can see this staining. How- 
ever, cells that contain the iron-containing 
fraction, which appears in the form of granu- 
lar, yellow-brown pigment (hemosiderin), can 
. be shown to contain iron by a positive Prus- 
sian blue reaction. 


Therefore, around the periphery of the ex- 
travasation, phagocytes containing granular 
hemosiderin cytoplasm may have a bright yel- 
low color. In such instances one can say there 
has been hemolysis. This may remain for a 
considerable time, then be converted into a 
soluble form and diffuse into the body. It is, 
therefore, an indication that hemolysis has oc- 
curred. Hemosiderin can be found in phago- 
cytes 24 hours after hemorrhage, a finding 
which helps date the time of hemorrhage. 

Hemosiderin is thus found in areas of free 
hemorrhage, bruised areas, around the mar- 
gins of an infarct, in organizing thrombi, but 
not in unorganized thrombi, i.e., anywhere 
where blood has been withdrawn, or escaped 
from the circulation. 


The organization of a hematoma starts first 
with a “lump” where blood has escaped into 
the tissue. Such blood does not clot immedi- 
ately, but when it does it forms a fibrin net- 
work which enmeshes the blood cells. The 
fluid part of a hematoma is absorbed by the 
lymphatics and capillaries, but the solid mate- 
rial is incorporated by organization, by inva- 
sion of fibroblasts followed by capillaries. The 
invading granulation tissue is accompanied by 
numbers of large mononuclear phagocytic 
cells, which phagocytose debris and fragments 
of red blood cells and white blood cells. Fibrin 
itself is digested and replaced. Under these 
conditions, fibroblasts grow into a rather loose 
network with wide spacing, a kind of tissue 
culture. Digestion of cells goes on within the 
wide spaces, and as a result, the bulk of the 
granulation tissue which occupies the space is 
a great deal less than of the original hema- 
toma. Collapse of the mass follows and further 
contraction of the scar tissue occurs. There- 
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fore the result is a small scar as compared to 
the size of the hematoma. This is very fortu- 
nate, since even a large hematoma shrinks 
progressively in weeks to practically nothing. 

A recollection from student days, a reference 
we are now unable to find, was a historical 
one regarding the barber-surgeon of long ago. 
If memory is correct, the statement was made 
that it took 21 days for the discoloration to 
disappear from a black eye. Leeches were then 
the usual treatment. There is probably no his- 
torical record to say, if the barber-surgeon and 
leeches were not available, when raw beefsteak 
became the treatment of choice, and that is 
still probably the only, or more popular, 
household remedy used to date. A much more 
effective method is the scientific use of the low 
volt direct current. 


Treatment by Low Volt Electric Current 


The use of low volt therapy, and more spe- 
cifically the use of a direct current to assist in 
controlling bleeding or to help in the absorp- 
tion of fluid or the resolution of scar tissue, 
are but some of the practical therapeutic ap- 
plications of the direct current, based on the 
specific action at and between, the positive 
and negative poles. 

Electrical currents have thermal, magnetic 
and chemical effects on the body. The proper- 
ties, or the action at the positive and negative 
pole has long been known. The positive pole, 
which is acid, coagulates fluid and hardens 
tissue. The alkaline negative pole increases 
bleeding, liquefies and disintegrates scar tis- 
sue. These effects thus have a practical appli- 
cation. First, one uses the positive pole as a 
preventive measure in helping to control 
bleeding into soft tissue soon after trauma has 
occurred. Later by using the negative pole one 
aids in absorbing the clot and lessening the 
swelling, inflammation and pain, and prevent- 
ing the forming of scar tissue or softening it 
once it has developed. 

The other effects of the two poles are no 
doubt contributory, and also make the use of 
the direct current of value in still other condi- 
tions. The positive pole has a sedative effect 
which, physiologically, is considered to de- 
crease nerve irritability; the negative pole in- 
creases nerve irritability and hence may be 
considered a counter-irritant. Both poles have 
a mild heating effect (due of course to tissue 
resistance); both have an electrophoretic effect 
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and both, physiologically, are vasomotor stim- 
ulants. This last effect is readily apparent by 
the hyperemia which is present where a pad 
electrode is used, and is most often apparent 
under the negative rather than under the posi- 
tive electrode. Direct current penetrates the 
skin and causes a migration of ions. The sim- 
plest proof of this fact is to place electrodes so 
the current will pass across the mouth. The 
current is immediately tasted, and if litmus or 
nitrozine paper is placed on the tongue, a 
change in reaction will show on the paper 
after a time. 

The movement of ions increases cellular 
metabolism because of the alteration in the 
concentration of substance in the tissue fluids 
—the fluids of course being electrolytic be- 
cause they contain salts in solution. The con- 
ductivity varies according to the amount of 
fluid the tissues contain. It is undoubtedly this 
effect which helps to reduce swelling, in con- 
tradistinction to the use of a muscle stimulat- 
ing current, which may passively massage, or 
milk fluid out of an area. 

Bleeding into soft tissue is anticipated when 
there has been a blow to any part of the body, 
or when soft tissues are torn, as in a sprained 
ankle. Though bleeding is controlled when 
there has been an open wound, and by pres- 
sure bandages as usually applied to an ankle 
or knee, many other areas of the body cannot 
be so bandaged. Even if a pressure bandage is 
used on a sprained ankle, swelling and discol- 
oration will be present in 24 hours. In some 
contusions, such as may occur to the thigh or 
buttocks, the blood vessels deep in the tissue 
may be torn and the discoloration will not 
appear until several days later. 

A black eye on the other hand, appears in a 
very short time; because of the anatomic rela- 
tionships and distribution of blood vessels, 
trauma or hemorrhage near one eye may cause 
the other eye to become discolored also. Pres- 
sure bandages are not possible, and even ice 
rather than heat, will not be adequate to con- 
trol the bleeding. (The use of heat immedi- 
ately after trauma is to be condemned, and if 
first “‘aiders” could be taught this basic fact, a 
great deal of prolonged discomfort could be 
lessened.) 

A few years ago a report from a V.A. psy- 
chiatric hospital on 15 years of experience in 
the treatment of black eyes, usually preventing 
them, included certain standing orders for 
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treatment with low volt therapy carried out in 
the physical therapy department. The order 
was that the victim of the trauma was to be 
taken to the physical therapy department as 
quickly as possible. Within the first 24 hours a 
pad electrode was put over the injured eye and 
the positive pole used for 20 minutes. If no 
treatment had been given in the first 24 hours, 
the negative pole was used as the active elec- 
trode for 15 minutes, followed by 5 for the 
positive. The negative pole was used after 24 
hours if discolorations were present, even if 
the positive one had been used immediately— 
although early treatment, within 24 hours, 
usually prevented most, if not all, of the dis- 
colorations. This report was on 50 cases treat- 
ed by this method with excellent results. 

Since hearing that report several years ago, 
the physiatrist co-author of this paper has 
used this treatment for every black eye that 
has been presented for treatment, and also has 
used it to treat every sprained ankle and all 
other early contusions where bleeding into the 
soft tissue can, if not evident, at least be as- 
sumed to have occurred. Our timing of treat- 
ment has been 10 minutes followed by 5 of 
the opposite pole.* 

Unfortunately, a long series of cases cannot 
be reported. Nor can we report a comparative 
study, either as to a series where all discolora- 
tion was prevented by early treatment or to 
show the more rapid lessening of discoloration 
and swelling, when low volt therapy was used 
in comparison to other methods of treatment, 
whether by the use of some new drugs or treat- 
ment by time. The reasons for this are obvi- 
ous, although we had hoped during this past 
year a statistical and comparative report would 
be possible. In the first place, because the 
Dancik and Degroot! report is the only previ- 
ously published report, the treatment is not in 
common or general use, even among the physi- 
atrists. Second, few patients with early con- 
tusions are referred to a physiatrist or a physi- 
cal therapy department. When they are re- 
ferred later the hematomas are well organized, 
and the patients are usually referred to be 
treated for other reasons and, the presence of a 
hematoma is, if present, taken for granted by 
the referring physician. 

That more interest is being shown in the 
treatment of hematomas, even though the 


*This is effective if used within the first 24 hours. 
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treatment is an indirect application, is evi- 
denced by the increasing use of drugs such as 
Kymar, Parenzyme, and Varidase. That a di- 
rect current over the involved area can be a 
preventative treatment, but that local treat- 
ments used later undoubtedly will probably 
work faster in most instances, should be made 
known. The drugs can only act effectively 
after the damage has been done. 


The few black eyes we have had the oppor- 
tunity to treat in the first 24 hours have 
showed no or only minimal discoloration on 
the second day, and all had disappeared by the 
third or fourth day. In contrast was a patient 
we saw recently seven days after he sustained 
his injury. When seen the eye was still badly 
discolored, but in addition there was so much 
swelling of the cheek that it was retracting the 
angle of the mouth. He received injections or 
tablets of Parenzyme daily since the injury. 
We treated him, and immediately afterward, 
while there was no obvious decrease in the 
discoloration, he was elated with the decrease 
of the swelling which, as he described it, 
“released the pressure!” Immediately after 
treatment the angle of the mouth had re- 
turned to its normal position. He returned for 
treatment again three days later with the dis- 
coloration markedly lessened; he did not re- 
turn again. 

The same rapid effects have been seen in 
the immediate treatment of a sprained ankle, 
using the positive pole, and saddle adhesive 
strapping. No swelling or discoloration was 
present on the second day. A badly contused 
fingertip, in which the injury had burst a 
small area in the skin over the pad of the last 
joint, was treated within an hour after the in- 
jury using the positive pole. Normally, the 
nail should have blackened eventually, and 
have had to be removed. Though this was a 
Workmen’s Compensation case, the man called 
to say his finger was all right the second day 
and refused to come for a check-up, and his 
employer agreed. 

When patients are referred for other rea- 
sons, but a hematoma is also present, we treat 
the hematomas additionally. These patients 
receive the negative current for ten minutes 
with two minutes for the positive. It seems to 
us that the discoloration disappears more rap- 
idly than it would have done otherwise, and 
if there is tenseness, swelling and pain in the 
area the patient will usually report beginning 
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relief of these symptoms even after the first 
treatment. 

We have also had occasion to treat a few 
patients who had traumatic ulcers which had 
not healed, and referral was for the treatment 
of injury to bones or joints. The use of the 
negative current has seemed to hasten, or at 
least to assist in the healing of these ulcers, no 
matter what other treatment was used for the 
orthopedic problem. 


In Summary 


While we are unable to present a series of 
cases to show,—(1) how many patients have 
had ecchymosis and discoloration prevented 
by the use of the positive electrode within 24 
hours, and (2) how many days are required 
for discoloration and ecchymosis to disappear 
by using the negative current even when treat- 
ment is delayed, we have accumulated suffi- 
cient studies in the last ten years to feel confi- 
dent of the efficiency of this form of treat- 
ment. We believe early treatment is truly pre- 
ventive, and that later treatment, even if there 
has been no early use of the direct current, 
will definitely hasten the absorption of the 
break-down products of the clot. We are sure 
the method is faster than time. We suspect the 
local treatment is more rapid than systemic 
treatments by the use of any drug now on the 
market, and would hope some group will have 
the opportunity to do a controlled study for a 
comparison of these drugs with the use of the 
direct current. We are convinced the patient 
is made comfortable much more rapidly, by 
the fact that each one treated comments on 
this fact even after the first treatment. 

As to method of application: A pad elec- 
trode is used over the eye, the thigh and other 
areas on the trunk, but the hydrogalvanic 
tanks are used more effectively as a method of 
application, on the forearms and lower limbs. 
The full tub bath can be effectively used for 
multiple contusions over the body, if there is 
no other condition present that precludes the 
use of the full bath, and it is possible to get 
the patient into the tub. 


Conclusion 


It must be pointed out that the effects 
which have been described can only be ob- 
tained where a true direct current is used. 
There are several machines on the market to 
day which have neither true AC nor true DC 
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currents, but which produced what are called 
“bastard” currents. They are built to give 
sufficient stimulus to produce a muscle con- 
traction, although they do not have a true 
wave form, and usually have an unknown 
frequency. They do not have polarity effects 
attributable only to the two poles of direct 
current. Nor can these currents be used in any 
way, as a substitute in testing for reaction of 
degeneration. 

We would hope this paper will not only 
stimulate interest in more accurate, and scien- 
tific research but, while this is being done, the 
victims of the lowly hematoma, be it a black 
eye or elsewhere on the body, be treated by 
low volt therapy equipment delivering true 
direct currents. 
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Discussion (Abstract) 


Dr. Arthur M. Pruce, Atlanta, Ga. In my experience 
with the various methods of treatment which have been 
useful in cases of soft tissue injury, including joint ef- 
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fusion, there is no doubt that the early application of 
firm pressure in the form of elastic bandages will in- 
fluence and limit the amount of effusion. Pressure 
bandages can limit effusion and hasten absorption, but 
it takes one to three weeks before discoloration disap- 
pears. 

The current popularity of the tissue enzymes, given 
orally and so widely prescribed to help absorb blood 
and serum from acutely injured areas, is founded on 
sound physiologic principles, and are readily available, 
but they are relatively expensive and often results are 
disappointing. 

For the physiatrist, Dr. Covalt’s refreshing report is 
evidence that older, established technics of electro- 
therapy—though out of fashion—deserve a place in the 
sun, since it has been my experience, too, that galvanic 
therapy is often superior to ultrasound, short wave 
diathermy or microthermy in cases of recurrent syn- 
ovial effusion and localized, tender thickening of super- 
ficial soft tissue residuals of trauma. 

In defense of the so aptly described “bastard” cur- 
rents, they—like “bastard” files so useful to the car- 
penter—have a distinct niche as a therapeutic instru- 
ment. Painless muscle contractions can supplement the 
classical low voltage currents, and when used as a 
manually surged current, are especially useful in re- 
ducing the residual swelling following trauma and as 
the earliest form of passive exercise before graduate 
exercises are prescribed. 
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Chronic Urticaria as a Manifestation 


of the Stress Syndrome: 


The author speculates that chronic urticaria may be explained in some patients in terms of Selye’s 
adaptation theory. It is an interesting thought which will need much testing by different observers. 


THE ASSOCIATION OF URTICARIA with stress of 
life situations has been observed by many 
authors. Chronic urticaria differs from 
acute urticaria in that the body has failed to 
adapt and stop the outbreak. It therefore con- 
tinues to react in the same purposeless man- 
ner, without adapting. To a milder degree 
this is the difference between patients who 
come into the hospital, get well and go home, 
and those who remain, do not improve, and 
become chronic cases. Wolf? states that 
chronic urticaria differs from the acute in: 
(1) it occurs more frequently in adults; (2) it 
is less often due to foods; (3) it is precipitated 
more often by endogenous rather than exo- 
genous causes; and (4) it occurs less frequent- 
ly on an allergic basis. 

Rostenberg and Harris* have divided urti- 
caria into exogenous and endogenous causes. 
The exogenous causes include inhalants, in- 
jectants, physical factors, contactants and in- 
gestants. Injectants cause considerable trouble 
since the use of penicillin is so widespread, 
both in humans and in the milk of cows treat- 
ed for chronic mastitis. Sera, vaccines, liver 
extracts, insulin, vitamins, especially thiamin, 
and even cortisone and ACTH produce urti- 
caria. Drugs are frequent causes, foods not so 
often, of chronic urticaria. If a cause, foods 
must be a common article of diet. Drugs re- 
quire long abstinence for clearing of the 
lesion. 

Endogenous causes include bacterial infec- 
tion, parasites, endocrinopathies, systemic dis- 
eases and psychogenic factors. Bacterial fac- 
tors sometimes respond to sulfa drugs and 
antibiotics, and short trial may be given to 
eliminate them. Parasites also may act as a 
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cause. Psychosomatic factors loom large in an 
increasing percentage of cases. The cere- 
brum and the endocrine glands are intimately 
connected. 

The only thing these have in common is a 
factor of stress added to an already overbur- 
dened system. Wolf" divides psychogenic urti- 
caria into two types: one occurring at the end 
of a work day, as an emotional letdown or 
an expression of epinephrine depletion; the 
other type appears during periods of emo 
tional stress with frustration or resentment. 

Graham and Wolf! reported 30 cases of 
chronic urticaria in which 29 of the patients 
had symptoms precipitated by psychogenic 
factors. The emotion of resentment, not an- 
ger, was most often seen. The patients saw 
themselves as victims of unjust treatment, 
usually by someone close to them, and con- 
cerning a situation about which they could 
do nothing. 

Regarding physiology, the essential disturb- 
ance in urticaria is the increased tendency of 
both arterioles and minute capillaries to di- 
late. Lewis? showed this dilatation could be 
brought about by specific proteins, from 
haptenes, converting histidine into histamine- 
like substances at the nerve endings. How- 
ever, acetylcholine released from the nerve 
endings can cause dilatation and wheals. Mild 
local trauma may determine the exact low 
tion of lesions by increasing locally the gen- 
eral tendency to vasodilatation. 

Graham and Wolf! measured the blood 
vessel reaction to resentment, hopelessness 
and frustration. The cutaneous reactions 
showed that extreme dilatation of both arte 
rioles and minute vessels in the skin occurred 
as part of the patient’s reaction to such situa 
tions. The skin reacted as if it had been re 
ceiving blows. 
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Dale? found that epinephrine had a dou- 
ble action as a chemical factor in the control 
of circulation. In small amounts it has a de- 
pressor effect, similar to histamine. There- 
fore the release of small amounts of epine- 
phrine into the circulation may act not with 
vasoconstriction and heightened blood pres- 
sure, but rather with vasodilatation and a 
lowered blood pressure caused by histamine 
substances with urticariogenic properties. 
This would explain the different urticario- 
genic properties of resentment and anger. 

Stress can cause dilatation of capillaries, 
and there is dilatation of capillaries in urti- 
caria. 

Exactly what is stress? It is hard to define. 
Selye!! says stress is the rate of all the wear 
and tear caused by life. No one can live with- 
out experiencing some degree of stress all the 
time. Serious disease or intensive physical or 
mental injury are not the only causes of 
stress. Crossing a street, exposure to draft, 
sheer joy of living,—all activate stress. Stress 
is not necessarily bad. It is the spice of life 
for any emotion or activity causes stress. But 
the same stress which makes one person ill 
can be invigorating to another. 


The secret of health lies in successful ad- 
justment to ever-changing conditions. The 
penalty for failure is disease. Many common 
diseases are due to error in adaptive response, 
rather than direct damage by germs, poisons 
or external agents. Many nervous and emo- 
tional disturbances, high blood pressure, pep- 
tic ulcers, certain types of rheumatic, allergic, 
cardiovascular and renal diseases appear to 
be essentially diseases of adaptation. Chronic 
urticaria has some of the features of these 
groups. 

In disease there is a specific response, but 
the body may also react with a nonspecific 
response which Selye calls the General Adap- 
tation Syndrome. This evolves in three stages: 
(1) The alarm reaction, when the cells of the 
adrenal cortex discharge their secretion, con- 
taining the hormones, into the blood stream. 
The blood becomes concentrated and there is 
marked loss of body weight. The adrenals en- 
large due to congestion and there is shrinkage 
of the thymus and lymph nodes. (2) The 
stage of resistance. The cortex accumulates a 
reserve of secretory granules, the blood is di- 
luted, the body weight returns toward nor- 
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mal. (3) The stage of exhaustion. Here the 
body enters a third stage strikingly similar to 
the first. 

In tissues directly affected by stress there 
develops a local adaptation syndrome, similar 
to inflammation when microbes enter the 
body. The general and local adaptation syn- 
dromes are closely co-ordinated. Chemical 
alarm signals are sent by stressed tissue from 
the local area to centers of co-ordination in 
the nervous system and endocrine glands, 
especially the pituitary and the adrenals. 
These then produce adaptive hormones to 
combat wear and tear. Thus the generalized 
response acts back upon the local region. 

Adaptative hormones are anti-inflamma- 
tory (ACTH and cortisone) which inhibit 
excessive defense reactions, and pro-inflam- 
matory (growth or somatotrophic hormone, 
aldosterone, desoxycorticosterone) which stim- 
ulates them. These effects are modified or 
conditioned by other hormones (adrenal and 
thyroid), nervous reactions, diet, heredity, 
and the tissue memories of past exposures to 
stress. Derailments cause diseases of adapta- 
tion. 

Therefore the response to stress has a tri- 
partite mechanism, consisting of: (1) the di- 
rect effect of the stressor upon the body; (2) 
the internal responses which stimulate tissue 
defense; and (3) internal responses which 
cause tissue surrender by inhibiting defense. 
Resistance and adaptation depend on a 
proper balance of these three factors. In treat- 
ing urticaria the aim is to achieve this bal- 
ance. 

The adrenal glands directly influence the 
thyroid. A patient on thyroid medication has 
an additional metabolic burden and needs 
more adrenal hormone. The converse is also 
true. A patient on cortisone needs thyroid 
hormone. The degradation of corticoids is 
much slowed in thyroid deficiency, as in se- 
vere liver disease. The steps from hydrocorti- 
sone to the tetra-hydro form cannot be nor- 
mally carried out; hence glucuronidation and 
excretion are delayed. Full-blown adrenocorti- 
cal hyperfunction can therefore develop with 
psychopathic disturbances. Most symptoms 
will disappear if thyroid substance is given 
without changing the cortisone dosage. A 
reasonable level of thyroid hormone should 
be assured in giving corticoids. 
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The liver can change the corticoid content 
of the blood by destroying or transforming it. 
Cortisone can inhibit the white blood cells, 
lymphoid cells and eosinophils. It causes con- 
striction of minute arteries in the kidney, 
leading to internal secretion of renal pressor 
substances. When the kidneys are sensitized 
by aldosterone or excess salt, a concurrent ex- 
cess of cortisone may cause renal lesions, and 
lead to a rise in blood pressure. 


The general and the localized adaptation 
syndromes are related to each other as are 
the way we do something before and after we 
have learned to do it well. At first we put 
more mechanisms to work, than we do later. 
An essential feature of adaptation is the de- 
limitation of stress to the smallest area with 
the smallest amount of effort capable of meet- 
ing the requirements of the situation. 


But if local irritation continues over a very 
long time, the directly affected cells break 
down from fatigue and exhaustion of local 
stores of adaptation energy. Then during the 
stage of exhaustion the reaction spreads again 
because wear and tear have led to the dis- 
integration of the most appropriate channel 
of defense. As it spreads the alarm signals 
again activate the pituitary and adrenal, and 


if this is carried on very long their stores are 
depleted. This we think is what happens in 
chronic urticaria. 


Stimulation of corticoids is not the whole 
story. Stress acts in two ways to inhibit in- 
flammation; it increases both the production 
and the tissue sensitivity to anti-inflammatory 
hormones. The same amount of cortisone 
which markedly inhibits inflammation in a 
patient who has just undergone a major sur- 
gical operation will be relatively ineffective 
in a perfectly healthy person. 

The more extensive the tissue damage the 
more the stimulation of the production of 
ACTH and corticoids. When, as in chronic 
urticaria, there is little stimulation there is 
little production. Therefore, an acute stress 
can have therapeutic value, numerous small 
stresses aggravate the picture. Histamine 
flushing, whole blood and foreign protein in- 
jections, Piromen, snake venom probably owe 
their mode of action to the stress reaction they 
evoke. 


In urticaria of the chronic type the local 
adaptation syndrome has broken down, there 
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is a useless reaction demanding the outpour- 
ing of anti-inflammatory hormone to combat 
the urticaria, causing a depletion of the adre- 
nal reserves. The consequent failure to com- 
pletely check the urticaria then leads to a 
vicious cycle whereby stimulation of the pitui- 
tary leads to outpouring of corticoids with 
further depletion. If this cycle can be broken 
for ten days or more, a balance or adaptation 
is obtained within the body and the urticaria 
does not recur. As long as the hormone pro- 
duction is slightly more than its need, there is 
no urticaria. This allows an adrenal reserve 
to collect and is analagous to recovery from 
cardiac failure. 

Treatment consists of reducing the elements 
of stress which have set the urticarial reaction 
in motion, and in increasing the adaptive re- 
actions of the body to stress. This is done at 
the local level with antihistamines, corticos- 
teroids, and sedatives, and in a general way 
by reduction of mental and physical activity. 

Antihistamines reduce the histamine at the 
nerve endings causing the vasodilatation. It 
works well in allergic urticaria, and helps 
some in all types. The more sedative ones 
work best here. The usual dose sometimes 
needs auginenting to two or three times the 
normal where chronic urticaria is concerned. 

Corticosteroids are given promptly to break 
the cycle. They are given in doses merely to 
rest the adrenal glands and conserve its endo- 
genous supply of hormones, not enough to 
take away the stimulating effect to the pitui- 
tary of low levels of adrenal hormone. Usually 
5 mg. of prednisone or its equivalent, three 
times daily, for 2 to 3 days, reduced to twice 
daily has sufficed. With it ACTH gel given 
3 to 4 days apart for 3 to 4 doses stimulates 
the adrenal cortex. (In half the cases three 
doses were sufficient.) 

Mild sedatives are given, just enough to 
blunt the edges of reaction, usually chlorpro- 
mazine 200 mg., occasionally phenobarbital 
0.015 Gm., once or twice daily. 

All possible allergens are reduced. A good 
history is essential. An eosinophil count and 
stool examination are desirable. (Three cases 
were due to parasites.) A drug history is taken 
along with the complete system history, and 
asked for specifically. Penicillin urticarias 
accounting for a third of urticarias presently 
were excluded from our studies, but cleared 
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very rapidly with the same regimen. All drugs 
save those prescribed are interdicted. A streich 
reaction is sought with an applicator stick, and 
was positive in half. An atopic familial back- 
ground is especially sought. Likes and dis- 
likes in foods are elicited. Intradermal tests 
are done to about 8 to 16 substances, usually 
foods before starting the diet; normally in 
chronic urticaria two or three positives are 
found. An elimination diet is begun with 
some three basic substances, more gradually 
being added. Foods which have caused recur- 
rences of urticaria have been found and elim- 
inated, but have not been thought to be the 
basic cause of the chronic urticaria. Foods do 
not seem to cause urticaria without other fac- 
tors. There may be a summation of allergic 
stimuli as, when during the hay fever season, 
or during periods of stress and nervous ten- 
sion, a patient reacts to foods which give no 
trouble in times of relaxation. Reduction of 
all allergic stimuli is important, even con- 
tactants such as wool clothing, strong soaps, 
nylon, tight fitting and dyed clothes. Inhal- 
ants, especially epidermals, feathers, and dust, 
both chemical and house, play a part in sum- 
mation. 


A simple type of psychotherapy is helpful. 
The patient is taught to discharge any ten- 
sion he may develop, by various means. This 
may be a nap in one, a short walk in another, 
a swim, a short story. As in rowing, he is 
taught to pull and then relax. The patient is 
allowed to do his regular work with no extras, 
is told to put forth no more effort than nec- 
essary. Other outside work is prohibited. 
There he cannot gauge his effort and keep 
a reserve. He is instructed to rest before he 
gets tired, always to keep a reserve. (Not 
working is believed to cause frustrations.) 
Short naps or quiet periods of utter immo- 
bility are urged upon him. The feet are ele- 
vated. The various joints of the body are put 
through a full range of motion to flush the 
blood about, with relaxing, stretching, and 
yawning. He is encouraged to avoid irritating 
situations and to resolve such situations as he 
finds frustrating. A firm attitude on the part 
of the doctor is a help. 

The ability to adapt is helped by giving 
sufficient vitamins for the protection of the 
oxidative and detoxifying powers of the liver. 
The salt intake is decreased both because of 
its retention and consequently that of water 
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when the corticoids are increased. Foldes'* 
achieved improvement of urticaria as long 
ago as 1935 by reducing the retention of 
water and mineral substances. High salt and 
water retention lead to elevated blood pres- 
sure with consequent capillary permeability. 
Salt and aldosterone sensitize the kidney to 
blood pressure raising effects of corticoids. 

Calcium intravenously has been used a 
great deal. It may help local sensitization of 
tissue to the effects of antihistamines and cor- 
ticoids. Parker!’ found that, if given rapidly 
intravenously to cause flushing, the effect was 
enhanced, much as flushing from histamine. 
Stokes® finds that calcium will decrease sensi- 
tiveness of vagotonic influences, and potas- 
sium that of sympathicotonic influences. It 
reduces the tendency of corticoids to de- 
calcify. 

In cases which have not responded to the 
usual regimen in a week, a search is made for 
demonstrable foci of infection, and a trial of 
antibiotics and sulfa drugs is made of from 
5 to 7 days. Five patients required and re- 
sponded to this. One was given Terramycin, 
was found to have intestinal parasites, and 
cleared after a short course of therapy. Some 
patients have been helped with epinephrine, 
with flushing doses of nicotinic acid, vitamin 
C, synthetic atropine-like drugs, and foreign 
protein therapy. 

Over the past six years we have used this 
regimen in over 120 patients. On previous 
modes of treatment, mostly on allergic regi- 
mens, very few patients were cleared of the 
disease. Gradually various elements of this 
concept were added, until the complete regi- 
men was adopted. Results became very good. 
In half relief was obtained in 10 to 14 days 
and symptoms did not recur. Another 40% 
cleared in 3 to 4 weeks, and of these 50% 
remained free and the others had negligible 
small areas off and on needing no more than 
antihistamines to control them, gradually fad- 
ing away. 

From the beginning patients reduce all 
medicines gradually, from three to two to 
one, with reduction of the prednisone every 
two days, and also a reduction of the antihis- 
tamine every two days. The sedative is with- 
drawn quickly. The reduction of tension, and 
attention to periods of rest is maintained, 
however. 
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Summary 


A discussion is presented of the stress syn- 
drome and the effect of rest, sedation and 
adrenal hormones in its management. The 
effect of this conception of a combination of 
rest, sedatives, calcium, avoidance of strain 
and precipitating factors, the use of cortisone 
and ACTH and antihistamines in chronic 
urticaria are analyzed from the cases treated. 
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Discussion (Abstract) 


Dr. J. Lamar Callaway, Durham, N. C. Dr. Poole 
has carefully summarized most of the hypotheses con- 
cerning the etiology, pathogenesis and treatment of 
chronic urticaria in patients with stress situations. 
He clearly points up the relationship between emo- 
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tions, acetylcholine, histamine, vasodilatation and urti- 
caria. 

Dr. Poole has taken the “general adaptation theory” 
of Selye and applied this theory to a series of patients 
with chronic urticaria. It must be remembered that 
Selye in his original documents referred to this con- 
cept as hypothetical, and most of these stress theories 
have actually never been completely proven. Although 
it seems logical that the three phases of this syndrome 
are true, the alarm reaction, the development of re- 
sistance, and the exhaustion of the adrenal cortex 
have never been completely proved. 

Many authors have attempted to apply the third 
phase or “exhaustion of the adrenal cortex” to many 
common diseases, such as peptic ulcer, hypertension, 
rheumatoid arthritis, etc. In these diseases the theory 
of exhaustion has not completely satisfied all require- 
ments, and when the steroid studies were carried out 
they were within normal limits. As a matter of fact, 
when the ACTH test was given, the urinary-steroid 
determinations were normal. As far as I have been 
able to determine from discussing this problem and 
from reading, no accurate corticosteroid studies have 
ever been done in patients with urticaria. In order to 
satisfactorily evaluate the stress phenomenon in rela- 
tion to adrenal exhaustion, one would have to obtain 
fasting or resting steroid studies from urine and then 
apply the ACTH or Thorne test. This would require 
blood levels including protein-bound and unbound 
steroids, which is not a simple procedure. As Dr. Poole 
has pointed out, the thyroid, pituitary and gonadal 
functions should be evaluated also in order to deter- 
mine adrenal function. Dr. Poole’s hypothesis, like 
that of Selye, is interesting and offers a satisfactory 
explanation, although in reality it is just a plausible 
theory. Dr. Poole has applied this concept to the 
management of some 120 patients with extraordinarily 
gratifying response. He has been able to control these 
patients without the use of corticosteroid therapy and 
in general they have required very little antihista- 
mine therapy. 

This concept as advanced by Dr. Poole should prove 
valuable to many of us with this type patient. 

I have certainly enjoyed this presentation and have 
learned a great deal from listening to Dr. Poole’s dis- 
cussion. 


<4 


In 
he 
In 
be 
In 
63 
aif 
ca 
Ti 
va 
no 
ok 
Arr 
TH 
: 
™ 
Of 
| 
Nal 
ADI 
\ 
a 


APPLICATION FOR HOTEL ACCOMMODATIONS 
Southern Medical Association 
Saint Louis, Missouri 
October 31-November 3, 1960 


IMPORTANT: The Convention Reservation Bureau will make hotel assignments upon receipt of this official 
housing application provided that the application is properly filled out and all necessary information is given. 
In order chat a fair distribution of accommodations can be made to the greatest number of members, all rooms will 
be assigned on a strictly “first come, first served” basis. 


INSTRUCTIONS: (A) Single rooms are limited in ber. Please arrange to occupy double bedded or twin bed- 
rooms if possible. No block reservations will be made. 

(B) Be sure to indicate your arrival time in St. Louis. Reservations will be held only until 
6:00 p.m. of the day you indicate when you will arrive in St. Louis. Failure to notify the hotel of any last min- 
ute change in your arrival time may result in the cancellation of your reservation. 

(C) Write the Convention Reservation Bureau, 911 Locust Street, St. Louis, if you wish to 
cancel the reservation or make any change in your reservation and NOT the hotel to which you were assigned. 
This will enable them to reassign rooms that have been cancelled. 

(D) If the hotels of your choice are unable to accept your reservation, the Convention Reser- 
vation Bureau will make as good a reservation as possible elsewhere provided that all hotel rooms available have 
not already been taken. 


2-Room Suite 
For two persons Parlor & 
For one person Double Bed Twin Beds 1 Bedroom 


TWAIN 6.50- 9.00 8.50- 11.50 10.00- 12.50 17.50- 27.00 
SHERATON-JEFFERSON .................... 8.50- 11.00 12.00- 14.50 13.85- 18.00 28.00- 49.00 


CONVENTION RESERVATION BUREAU 
SOUTHERN MEDICAL ASSOCIATION 
911 Locust Street, Room 406 

Saint Louis 1, Missouri 


Please reserve the following accommodations for the Southern Medical Association Meeting, October 31- 
November 3, 1960: 


Hotel Preference 


Kind of Accommodations Desired 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Reservations cannot be made in any hotel unless 
two names are given for each double bedded room or twin bedded room. If this information is not given on your 
original application, the Convention Reservation Bureau must send you a card asking that you submit two names. , 
This means unnecessary delay and lessens the possibility of assignment to the hotel of your choice. 


Name of Occupant (s) Address 
(Please type or print) 


Individual Requesting Reservations 
(Please type or print) 
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EPIDEMIOLOGY OF 
PULMONARY CANCER 


Cancer of the lung is a major health hazard 
in many countries. In countries where the 
mortality rate is still low, indications point to 
the pattern of an increased incidence similar 
to that in other areas. The official statistics of 
many countries in various parts of the world 
have shown “a notable and steady increase in 
age-adjusted mortality from cancer of the 
lung.” For example, the increase began in 
England and Wales 40 years ago; in Chile and 
Japan, on the other hand, this started about 
10 to 15 years ago. Also it is apparent that 
trends in morbidity agree with mortality statis- 
tics. It is clear that some of the increase in 
lung cancer is due to better recognition, 
though statisticians are agreed that the in- 
crease is real. There are no indications from 
the official statistics of any country that the 
incidence is downward, though in a country 
where the mortality is high (Great Britain) 
there has been no increase in men under age 
50 years. 


With such a review of the present state of 
the incidence of pulmonary cancer, the Study 
Group on the Epidemiology of Cancer of the 
Lung for WHO (World Health Organization) 
considered epidemiologic factors in this disease 
at its meeting in Geneva last November.! 

Cigarette smoking was one of the first epi- 
demiologic factors considered. The Study 
Group, after reviewing the evidence on this 
topic as presented by several official, voluntary 
and other scientific groups, “unanimously 
agreed that there is no reason to modify the 
conclusions reached by these experts that the 
sum total of the evidence available today was 
most reasonably interpreted as indicating that 
cigarette smoking is a major causative factor 
in the increasing incidence of human carci- 
noma of the lung.” Furthermore, though some 
criticisms made of these past studies do sug- 
gest areas for further research, it seems that 
the studies have been of such extent that no 
real doubt exists concerning the conclusions. 


1. Epidemiology of Cancer of the Lung. World Health Or- 
page Technical Report Series, No. 192. Geneva, 
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Air pollution is the next important epidemi- 
ologic item because it seems clear that cancer 
of the lung is more an “urban” than “rural” 
disease. Thus, in addition to cigarette smoking 
other factors must be contributing factors. 
From experimental work in animals, it seems 
that polycyclic hydrocarbons are especially im- 
portant. In England incomplete combustion of 
coal is the main source of such air pollution 
with a lesser hazard from exhausts of internal 
combustion engines. Data are extremely vari- 
able. The Study Group points to real differ- 
ences in the Liverpool area, urban versus rural 
incidence, but elsewhere in the world such dif- 
ferences do not exist. Consideration was given 
to the physical state of benzopyrine and its 
etiologic effect,—i.e., in cigarette smoke it is 
miscible in droplets, in air pollution adsorbed 
to carbon particles. The Study Group con- 
cluded that though air pollution may be a 
causative factor in pulmonary cancer, in some 
countries this role is less than is cigarette 
smoking. It appears that the chronic inflam- 
matory changes (bronchial, etc.) from ciga- 
rette smoking may lead to entrapment of sub- 
stances from polluted air enhancing their ef- 
fect over that in nonsmokers. 

Industrial causes have long been recognized 
since an example was first shown in miners of 
radioactive ores in the last century. More re- 
cently an increased incidence of lung cancer 
has been reported in workers with nickel, 
chromates, asbestos, and in the manufacture of 
illuminating gas, and possibly in the smelting 
of copper, with iron dust and fumes, exposure 
to printing ink, and in the manufacture of 
beryllium and also isopropyl oil. 

The Study Group considered other factors 
for which there is little evidence. Background 
radiation and that of decaying radium and 
thorium have been constant. That from fall- 
out from nuclear explosions and from ex- 
posure to x-ray is difficult to evaluate. So too 
one may speculate that chronic inflammatory 
changes in bronchi may predispose to malig- 
nancy. What the genetic factors are, if any, is 
not clear. It is suggested that attention should 
be paid to heating in the home, and home in- 
dustries as providing possible etiologic factors. 
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The world-wide scope of study permits sev- 
eral recommendations of the Study Group for 
future investigations in the hope of answering 
the many unusual questions. These include 
the reasons for geographical variations in inci- 
dence of cancer of the lung, mainly related to 
degrees of industrialization and different hab- 
its of life. However, they must include studies 
of similar environments to explain why, for 
example, the mortality rate from lung cancer 
in men is five times as great in Finland than 
Norway, whereas in women it is less than 2:1 
respectively. 

Studies should include the histologic type of 
tumors, for the increasing incidence of lung 
cancer seems to be in the epidermoid and oat- 
cell types. (An International Centre for Lung 
Tumours has been set up in Oslo, Norway.) 

Studies should continue to compare selected 
urban and rural areas around the world. So 
too population groups offer possibilities, as 
(1) those with decreased exposure to a specific 
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agent (as the study in Seventh Day Adventists 
who may not smoke) and (2) those exposed to 
hazards, as in the distillation of coal or work- 
ers exposed to exhaust fumes,—gasoline or 
diesel engines. 

The Study Group, because of the belief that 
cancer of the lung may be caused by one or 
more of a number of factors, has set the rules 
whereby multiple factors must be taken into 
consideration. This involves individual ex- 
posure to hazards, the environment in terms of 
pollution and time of residence, and the like. 
On a world-wide stage, the Group suggests 
genetic studies by the use of records on twins. 

The Study Group believes enough informa- 
tion is acceptable by now to advise prophy- 
laxis in areas of recognized hazards. 

Because of the wide and current interest in 
carcinoma of the lung, this brief review of 
present knowledge and thinking of a group of 
experts from a number of areas of the globe is 
timely. 


The Acute Cor Pulmonale.* 


“The limits of the field of simple clinical observation 
have not yet been reached. There are still puzzles to 
solve and new observations to make at the bedside it- 
self or in the office and without the need of elaborate 
apparatus or extensive knowledge of chemistry or phy- 
sics. I shall relate to you today an interesting experi- 
ence of my own and its development by Dr. Sylvester 
McGinn and myself, in the field of clinical observation, 
which has resulted in an advance of our knowledge in 
internal medicine. The new ground which we have oc- 
cupied is still in a rough condition and needs to be 
further explored and consolidated. We have searched 
the literature but have found only statements indicat- 
ing that this is a direction in which an advance is 
needed and the mention of some of the signs that we 
have grouped together. ... 

“These four cases illustrate well the various features 
of what I would call the acute cor pulmonale, that is, 
dilatation of the pulmonary artery and right heart 
chambers with or without failure, which results from a 
sudden great obstruction to the pulmonary circulation, 
best exemplified by massive pulmonary embolism. 
There have been 10 other cases which have come to 
our observations. . . . In all of these 14 cases the diag- 
nosis of pulmonary embolism was confirmed either by 


*White, Paul D.: The Acute Cor Pulmonale, Ann. Int. Med. 
9:115, 1935. 


autopsy, in five of the six fatal cases, or by adequate 
clinical evidence, including roentgen-ray examina- 
tom. ... 

“If the pulmonary arterial obstruction is too over- 
whelming and complete, either death may ensue quick- 
ly or a serious state of shock which depletes the circu- 
lation and prevents the overburdening of the right 
heart. In such cases the signs of the acute cor pulmon- 
ale are missing until after the state of shock has sub- 
sided. If, on the other hand, the embolus is small or of 
only moderate size, blocking only one large or small 
pulmonary arterial branch or several small branches, 
the obstruction may be too slight to dilate the right 
ventricle. ... 


“Diagnosis of the Acute Cor Pulmonale 


“1. The Recent Circumstances. Of great help in the 
diagnosis of pulmonary embolism, which is the cause 
of the acute cor pulmonale, is the knowledge of the 
recent history of the patient. A surgical operation, 
especially one involving abdomen or pelvis, an accident 
causing fracture of strain, especially of the legs, and a 
past or recent phlebitis even in the absence of opera- 
tion or accident are very significant in differential 
diagnosis. .. . 


“2. Onset. The onset is abrupt .. . . Dyspnea is 


more common as the first symptom than is thoracic 
oppression. . . . Vasomotor shock . . . is common at 
the onset... . 


Pain in the side of the chest from 
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pleurisy is not the earliest symptom and sometimes is 
delayed for many hours. 

“3. Early Signs. Frequently examination of the 
lungs shows no definite abnormalities in the first 12 to 
24 hours or even longer after pulmonary embolism... . 

“When, however, the embolism is massive enough to 
cause a dilatation of the right heart—the acute cor 
pulmonale—certain early signs of such a phenomenon 
may appear. These are as follows: 

“(a). Increased prominence and pulsation, noted by 
inspection and palpation, in the region of the second 
and third intercostal spaces just to the left of the 
sternum. . . . There may be also a loud systolic mur- 
mur and a much accentuated pulmonary second sound 
if the circulation is not too much obstructed... . 

“(b). Friction rub in this same region, that is, in 
the second and third intercostal spaces just to the left 
of the sternum, to and fro in time in some cases, in 
others apparently with systole alone... . 

“(c). Gallop rhythm, diastolic in time, heard along 
the left sternal border. . . . 

“(d). Dilatation and increased pulsation of the jug- 
ular veins. If the pulmonary obstruction and strain on 
the right ventricle are of sufficient degree to cause a 
damning back of blood behind the right auricle the 
jugular veins become engorged, and the pulsation may 
be evident in them even with the head and neck ele- 
vated at a high angle... . 

“(e). Cyanosis. .. . 


“4. Course. The cardiovascular signs of the acute 
cor pulmonale may subside quickly, in the course of 
hours, or last for days until death or recovery takes 
place.... 
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“5. Roentgen-Ray Evidence. There exists as yet no 
roentgen-ray evidence of the acute cor pulmonale. It is 
difficult to obtain such evidence and we have yet to try 
to get it.... 


“6. Electrocardiographic Evidence. . . . At the be- 
ginning of our study this was a source of confusion. 
The changes were slight but misleading, consisting of 
lowering, flattening, or even slight inversion of the 
T-waves in Lead II, inversion of the T-waves in Lead 
III, wide or deep S-waves in Lead I and inversion of 
QRS waves in Lead III. . . . As time went on we began 
to take Lead IV, the chest lead, with right hand elec- 
trode applied to the precordium midway between 
sternum and nipple line. To our surprise we found in 
this record an upright T-wave with relatively normal 
P and QRS waves, with return to normally inverted 
T-waves when the acute cor pulmonale subsided.... 

“In the differential diagnosis of the acute cor pul- 
monale the four conditions that are to be particularly 
considered are coronary thrombosis, dissecting aortic 
aneurysm, pulmonary collapse, or spontaneous pneu- 
mothorax, and pulmonary edema from heart disease 
with or without cardiac asthma.... 


“Conclusion 


“The clinical recognition of the acute cor pulmonale 
—dilatation of the pulmonary artery and right heart 
chambers with or without failure—is an important step 
in the early differentiation between massive pulmonary 
embolism and coronary thrombosis or other conditions. 
Such recognition is of great importance in ultimate 
prognosis and may have significant bearing on emer- 
gency treatment. Evidence of the acute cor pulmonale 
has been presented above from the analysis of 14 cases.” 


The Southeastern Surgical Congress announces its 
prize scientific paper award contest eligible to resi- 
dents of approved hospitals in the southeastern states. 
Papers are due at the Congress office at 340 Boulevard 
N.E., Atlanta 12, Georgia, before Dec. 1, 1960. 

A Short Course in Audiology is offered several times 
each year by the Section of Audiology, Department of 
Otorhinology, Temple University School of Medicine 
in Philadelphia. The course will be one week in 
length and will encompass theoretical and clinical 
aspects of audition. For further information write to 
Philip E. Rosenberg, Ph.D., Director, Section of 
Audiology, Temple University Medical Center, 3401 
North Broad Street, Philadelphia, Pennsylvania. 


ALABAMA 


Dr. Walter B. Frommeyer, Jr., Professor and Chair- 
man of the Department of Medicine at the University 
of Alabama Medical Center, has been appointed 
Governor of the American College of Physicians, State 
of Alabama, for a three year term. Dr. Frommeyer is 


also Secretary of the Section on Medicine for Southern 
Medical Association. 

New officers of the Alabama Society for Medical 
History include several professors from the University 
of Alabama Medical Center. Dr. Louise H. Brans- 
comb, Associate Professor of Gynecology, is President. 
Dr. Frank A. Kay, Professor of Clinical Psychiatry, is 
President-Elect; and Dr. Oscar Dahlene, Jr., Instructor 
in Ophthalmology, is Secretary-Treasurer. Among 
those elected to the association’s Advisory Board were 
Dr. James S. Tarwater, Associate Professor of Clinical 
Psychiatry; Dr. Basil I. Hirschowitz, Associate Professor 
of Medicine; and Dr. James N. Sussex, Professor and 
Chairman of Psychiatry. 


Dr. Wade Cline is President of the Birmingham 
Obstetrical-Gynecological Society; Dr. O. T. West is 
President-Elect and Vice-President; and Dr. George C. 
Douglas, Secretary-Treasurer. 


New members of the Jefferson County Medical 
Society include Dr. James D. Carmichael, Birmingham; 


Continued on page 1068 
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C. P. Loranz 
Historian 


A fifty year history of the Southern Medi- 
cal Association, from October 2-3, 1906, to 
October 2-3, 1956, is virtually finished and 
ready to go to press. 

Its author is C. P. Loranz, Birmingham, an 
officer of the Association for forty-four of its 
first fifty years. 

Association President, Dr. Edwin Hugh 
Lawson, New Orleans, in announcing the 
publication, authorized by the SMA Council, 
said that he and other officers were im- 
mensely pleased that the colorful history will 
soon be available for reading and reference. 

“Mr. Loranz has served Southern Medical 
Association for forty-eight years,” Dr. Lawson 
said, “and he is superbly equipped for the 
historian’s task.” 


Mr. Robert F. Butts, SMA Executive Sec- 


History of 
Southern 
Medical 

Association 

Completed 


retary-Treasurer and Business Manager, said 
the history will be distributed as soon as pos- 
sible to Southern Medical’s 14,000 members, 
as well as to other physicians over the nation. 

“Those of us in Birmingham wiio have 
read the proofs of Mr. C. P.’s history can 
vouch for the fact that he has done an ex- 
cellent job of recording the story of SMA,” 
Mr. Butts said. “The Association is indebted 
to him for putting into permanent form the 
activities of a medical society that are in- 
separably interwoven with the progress of 
medicine in the South.” 


Mr. Loranz’ connection with Southern 
Medical began in October 1912. He has held 
the offices of Assistant Treasurer, Business 
Manager, and Secretary-Manager (Secretary, 
Treasurer and General Manager). In Novem- 
ber 1954 he became Advisor and Professional 
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Relations Counselor and Chairman of the 
History Committee. Mr. Loranz now holds 
the permanent title of Advisor and Special 
Consultant. 


History—Part | 


His history of Southern Medical Associa- 
tion is in two parts. Part J tells the story of 
$MA by years—its birth, purpose, struggles, 
its role in medical journalism and its many 
contributions to medical research. 


How a handful of physicians from six 
Southern states envisioned and carried out 
the plan for a large regional medical body is 
movingly detailed. The early vicissitudes of 
the now nationally acclaimed medical journal 
are told. Particular emphasis is placed on the 
original aim of SMA, strictly adhered to—“to 
develop and foster scientific medicine, and 
not at any time to take active part in any 
economic, political or sectarian questions or 
concerted movements for securing legislative 
enactments.” 

Of interest to all who have watched the 
growth of medical specialties is the chronology 
of the scientific sections. Beginning with only 
three, those on Medicine, Surgery and 
Ophthalmology and Otolaryngology, 18 were 
added as the need for specialization de- 
veloped, providing scientific information of 
considerable worth to the medical profession. 


Part Il 


Part II is composed of historical data com- 
piled in statistical form. The reader is 
guided by a comprehensive index to lists of 
presidents, councilors, places of meeting, 
membership growth, recipients of medals and 
awards and a dozen other compilations that 
the story of who, when, where and how. 
Some +2000 names are included in this 
history. 

The author draws on his wealth of infor- 
mation for sidelights describing extracurricu- 
lar activities of the Association, for he was 
present at every important meeting of the 
Association during his years of service. He 
details the Fiftieth Anniversary Celebration 
at the historic Read House in Chattanooga, 
Tennessee, October 2-3, 1956, where the As- 
sociation was founded October 2-3, 1906, and 
notes that seven of the founding fathers were 
present. He stresses the fellowship enjoyed 
by the voluntary membership of physicians 
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drawn together by a deep interest in prac- 
ticing better medicine. 


A Historian’s Memory 


Mr. Loranz had many sources of material 
from which to glean the significant contribu- 
tions Southern Medical Association has made 
to the medical world—records, programs of 
annual meetings, newspaper clippings, cor- 
respondence, the files of the Journal—but 
much came from the memory of one who saw 
with his own eyes the actual history in the 
making. 

Writing at the time of the Golden Anni- 
versary Celebration, Mr. Loranz looked back 
over the years—from 1956 to 1912: “I have 
seen the membership of the Association grow 
from a few hundred to thousands. I have 
seen attendance of physicians at annual 
meetings grow from less than three hundred 
to thousands. I have seen the scientific ac- 
tivities of the Association increase from four 
sections to twenty-one, all with programs un- 
surpassed in scientific excellence by any 
medical organization. I have seen the scien- 
tific exhibits at our annual meetings grow 
from none to well over a hundred, adding 
an enormous contribution to medical knowl- 
edge. I have seen Southern Medical progress 
from a comparatively obscure organization, 
with a few loyal followers, to an organization 
nationally and internationally known and re- 
spected, and its Journal develop into one of 
the best publications available to physicians 
in this and other countries.” 

In addition to his other duties, Mr. Loranz 
directed the campaign to raise funds for the 
home office headquarters of the Association, 
located in Birmingham, which was completed 
in 1958. At the time of the dedication of the 
new home office, a portrait of Mr. Loranz 
was presented in recognition of his many 
years of service. 

In the words of Dr. R. H. Kampmeier, 
Editor of the Journal, in an editorial on the 
Golden Anniversary Celebration: “C. P. 
Loranz was the one person who, as an indi- 
vidual, has contributed more than anyone 
else to the succcess of Southern Medical Asso- 
ciation. Honored and beloved by all, he has 
built solidly and well and helped fashion the 
Association as a leader in fostering and in- 
terpreting scientific medicine for the preven- 
tion and cure of disease among the people ot 
the South.” 
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Southern Medical Leaders Meet 
for Kick-Off in St. Louis 


Plans for the Fifty-Fourth Annual Meeting 
of Southern Medical Association, to be held 
in St. Louis October 3l-November 3, were 
mapped out at a Kick-Off Dinner at the 
Sheraton-Jefferson Hotel, St. Louis, June 3. 


Meetings held before and after the dinner 
rounded off preparations for the program 
and other activities planned for several 
thousand physicians and guests. 

Dr. Grayson Carroll, General Chairman, 
announced that the twenty Scientific Sections 
had already announced programs that were 
marked by unusual excellence, which included 
guest speakers nationally known in their 
special fields. 

Speaking for the hosts for the meeting, 
members of the St. Louis Medical Society, 
Dr. Carroll expressed the pleasure of the 
group in having Southern Medical Association 
members as guests for the annual sessions. 


Dr. Carroll pointed out that in addition to 
the twenty Section programs, there would be 
two outstanding symposia—one on Cerebro- 
vascular Disease—and another on the Busi- 
ness Side of Medicine. 


Serving with Dr. Carroll as Vice-General 
Chairmen are Drs. Paul F. Max, Joseph B. 
Kendis and Preston C. Hall. They announced 
that thirty-four chairmen and their commit- 
tees, including the twenty Section Host 
Chairmen, were working around the clock to 
make the Fifty-Fourth Annual Meeting one 
to be long remembered for the substance of 
its scientific programs, as well as its nearly 
200 scientific and technical exhibits. 


Photos, at left, show Dr. Grayson Carroll, General 
Chairman, who presided at the Kick-Off Dinner, his 
Vice-General Chairman with him at the speaker's 
table, and some of those who attended the planning 
meeting. 
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in action 


St. Louis physcians, mem- 
bers of the host society, took 
turns explaining their plans 
for the Annual Meeting. Each 
committee chairman outlined 
present accomplishments 
which sent preparations off 
to a running start. 

Enthusiasm, spirited dis- 
cussion, humor, informal re- 
marks, and suggestions made 
the Kick-Off Dinner a mem- 
orable occasion. 

The candid camera was not 
quick enough to get shots of 
all participants, but the pho- 
tographer was well pleased 
with views of many of the 
personable and _ handsome 
speakers present. 


1. Dr. Bernard J. McMahon, Ophthalmology 
and Otolaryngology; 2. Dr. Elliott O'Reilly, 
Physical Medicine and Rehabilitation; 3. 
Dr. Daniel L. Sexton, Executive and Scientific 
Television Programs; 4. Dr. Henry C. Allen, 
Pathology; 5. Dr. David Goldring, Pediatrics; 
6. Dr. Martin F. Engman, Jr., Dermatology 
and Syphilology; 7. Dr. John G. Leahy, Medi- 
cal Students; 8. Dr. Eugene W. Hall, General 
Practice; 9. Dr. Clinton W. Lane, Entertain- 
ment; 10. Dr. Arthur W. Neilson, Publicity; 
ll. Dr. James P. Murphy, Alumni. 
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REGISTRATION 

Dr. David N. Kerr, Chairman 

950 Francis Place (5) 

e Plans to post information on meeting on 
hospital bulletin boards. 

e Hitting for 100% registration of host 
society. 

e Expects to have plenty of material for 
his committee to use. 

ALUMNI 

Dr. James P. Murphy, Chairman 

503 Missouri Theatre Building (3) 


e Busy rounding up meeting rooms. 

e Arranging for get-togethers with medical 
student representatives. 

e Expects more than twenty alumni groups. 


MEDICAL STUDENTS 
Dr. John G. Leahy, Chairman 
950 Francis Place (5) 


@ Looks for a large delegation from St. Louis 
University School of Medicine and Wash- 
ington University School of Medicine. 

@ Number of medical student representatives 
expected to exceed that of former years. 

@ His committee to keep in touch with Deans 
of Medical Schools from which representa- 
tives will be chosen. 


ENTERTAINMENT 
Dr. Clinton Lane, Chairman 
3720 Washington Boulevard (8) 


@ Says his committee on the ready to help 
officers of the Association plan entertain- 
ment functions to intersperse with the 
serious business. 

e@ Urges all who need his committee’s help to 
send in requests, giving general idea of the 
entertainment they want. 

© Committee will make recommendations con- 

cerning available entertainment features. 


Committee Reports in Brief 
Spell Successful Meeting 


MEMBERSHIP 
Dr. Sam J. Merenda, Chairman 
1695 Brentwood Boulevard (17) 


e His goal—to secure at least 500 members 
for Southern from St. Louis Medical Society. 


Membership forms will be supplied. 


Present membership lists checked to avoid 
duplication. 


e Every non-member will be solicited. 


SCIENTIFIC EXHIBITS 

Dr. Joseph C. Edwards, Chairman 

3720 Washington Boulevard (8) 

e Is seeking topflight scientific exhibits by 
physicians in the St. Louis area. 

¢@ Handling applications for exhibit space with 
headquarters office. 

e Will evaluate applications and turn over to 
Committee on the Selection of Scientific 
Exhibits for final action. 

e Says priority will go to St. Louis area phy- 
sicians. 

e Urges early applications. 


GOLF 
Dr. James R. Meador, Chairman 
950 Francis Place (5) 


e His committee to select the course, time of 
play, arrange transportation, tally scores and 
notify winners. 

e Trophies will be presented at the President's 
Dinner on Wednesday evening. 


EXECUTIVE 
Dr. Daniel L. Sexton, Chairman 
503 Missouri Theatre Building (3) 


e Has a big job—-briefly described as being 
“responsible for decisions on major policy and 
planning; creation of additional committees 
if needed; encouraging, promoting and evalu- 
ating committee work.” 
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SCIENTIFIC TELEVISION PROGRAMS 

Dr. Daniel L. Sexton, Chairman 

503 Missouri Theatre Building (3) 

e This committee will schedule, select subject 
areas, participants and local facilities. 

e Will work closeiy with the technical staff of 


Smith, Kline G French, producers of SMA 
color television programs. 


ADVISORY 

Dr. R. O. Muether, Chairman 

4161 Lindell Boulevard (8) 

e Will counsel with General Chairman, Execu- 


tive Committee and Executive Secretary on 
over-all plans for meeting. 


e Will suggest and evaluate as plans progress. 


WOMEN PHYSICIANS 

Dr. M. Cecelia Reichert, Chairman 

16 Hampton Village Plaza (9) 

e Responsible for the distaff side in its 36th 
annual session. 

e Plan breakfast and luncheon meetings. 


Arrange brief business session and program 
presentation. 


ST. LOUIS KICK-OFF MEETING 


HOTEL 
Dr. Leo J. Hartnett, Chairman 
950 Francis Place (5) 


e Serves as “stand-by” committee in event all 
hotel accommodations are reserved. 


e Will work closely with St. Louis Convention 
Bureau. 

FRATERNITY 

Dr. Martin G. Austin, Chairman 

634 North Grand Boulevard (3) 


e Will coordinate plans for fraternal groups. 


e Assist in finding meeting rooms when de- 
sired. 

e Asks each fraternal group to appoint local 
chairman who will make requests to the com- 
mittee. 

PUBLICITY 


Dr. Arthur W. Neilson, Chairman 
306 Humboldt Medical Building (3) 


e Will advise and counsel with the General 
Chairman and Executive Secretary on ade- 
quate publicity. 

e Will work with the Director of Publicity, who 

will handle pressroom activities, including 

news releases, interviews, radio and television 
appearances. 


KIEL AUDITORIUM 


Medical Association’s annual meeting in St. Louis, October 31-November 3. 


Kiel Auditorium has within its walls a huge exhibit hall, an opera house, ticket lobby, 
foyer, cafeteria and refreshment bar, four large assembly halls with stage, smaller com- 


mittee rooms, completely appointed wash rooms, numerous office rooms, telephone 
booths, and ample storage space for exhibitors. 


the hotels in downtown St. Louis. 


This Auditorium is conveniently located within walking distance of the majority of 
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Section Host Committees 


Chairman for each of the twenty Scientific Sections. 
Each chairman to greet his Section members. 

Arrange social affairs on request of Sections. 
Welcome guest speakers for Sections. 

Will promote and attend meetings of own Sections. 
Invite specialty groups throughout the South. 


SECTION 


Allergy 

Anesthesiology 

Dermatology and Syphilology 
Gastroenterology 

General Practice 

Gynecology 

Industrial Medicine and Surgery 
Medicine 

Neurology and Psychiatry 
Obstetrics 

Ophthalmology and Otolaryngology 
Orthopedic and Traumatic Surgery 
Pathology 

Pediatrics 

Physical Medicine and Rehabilitation 
Proctology 

Public Health 

Radiology 

Surgery 

Urology 


CHAIRMAN 


. Stanley F. Hampton 

. Robert B. Dodd 

. Martin F. Engman, Jr. 
. William A. Knight, Jr. 
. Eugene W. Hall 

. Joseph A. Hardy 

. Richard A. Sutter 

. Samuel B. Grant 

. Edwin F. Gildea 

. Matthew W. Weis 

. Bernard J. McMahon 
. Oscar P. Hampton, Jr. 
. Henry C. Allen 

. David Goldring 

. D. Elliott O'Reilly 

. Francis J. Burns 

. Harvey E. Altheide 

. Joseph C. Peden 

. Carl E. Lischer 

. Charles H. Nicolai 


AUGUST 1960 
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As a service to its members, the Association 
operates a comprehensive group insurance 
program. This program currently provides 
five major types of protection—Life, Disa- 
bility, Catastrophic Hospital, Accidental 
Death and Dismemberment, and Office Over- 
head. 


Advantages of Group Insurance 


Group insurance provides coverage on an 
economical and stable basis. With the whole- 
sale buying power (14,000 members) of the 
Association and the economies of group ad- 
ministration, members secure protection at a 
fraction of the cost of individual coverage. 
On the group basis, the Association holds the 
master policy and the individual insured 
holds a certificate of insurance. Generally, 
the insurance of an individual member under 
age 70 cannot be cancelled so long as he is 
actively engaged in his profession, remains a 
member of the Association, and the plan re- 
mains in force. 


Program Started in 1952 


The Association’s first group program was 
established in 1952 providing coverage for 
sickness and accident. Under this program 
alone, nearly 5,000 members are insured, and 
claims totaling over $2,000,000.00 have been 
paid. Payments to disabled members are now 
running more than $40,000.00 monthly. The 
program, on the basis of sound experience- 
rating, has been improved twice since its in- 


ception, resulting in greater coverage and 
reduced premiums. 


Life Insurance 


Under the Life program, insurance is avail- 
able for the member, spouse, children and 
employees in the following amounts: member 
under 65, $10,000; member 65-70, $5,000; 
spouse, up to $10,000; children, $1,000-$5,000; 
employees under 65, $5,000; employees 65-70, 
$2,500. Premiums paid by the member for 
employee coverage are tax-deductible. 


Its Insurance Program 
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Disability (Sickness and Accident) Insurance 


This plan provides a 5-year benefit for dis- 
ability due to sickness or accident. - Monthly 
benefits of $200-300-400-500-600 are available 
with a maximum of $36,000 total benefits. 
Coverage beginning with the first day for ac- 
cident and the eighth day for sickness (first 
day, if hospitalized) is available, or for smaller 
premiums, the same coverage may be pur- 
chased with 30-day or 6 months waiting 
periods. For a small additional premium, a 
$10.00 daily hospital benefit may be secured. 


Catastrophic Hospital Insurance 


This program provides up to $10,000 for 
100% payment of hospital room and board, 
100% of hospital “extras,” and 75% of 
nursing expenses. The coverage is also avail- 
able for spouse and children. Premiums vary 
according to age and according to the de- 
ductible amount ($100-300-500) chosen. 


Accidental Death and Dismemberment Insurance 


Coverages of $50,000-100,000-150,000 are 
available up to age 65 which may be extended 
to age 70 for the physician who remains in 
active practice. The principal sum is payable 
for accidental death, sight of one or both eyes, 
and one or more limbs. One-half the princi- 
pal sum is payable for the loss of one or both 
hands, and one-fourth is payable for the loss 
of a thumb and one finger, or two or more 
fingers of one hand. Benefits are payable 
irrespective of other insurance held by the 
member. 


Office Overhead Insurance 


This plan provides for monthly benefits 
from $200 to $1,000 with a 30-day waiting 
period for sickness or accident for a total of 
18 months. All fixed operating expenses are 
covered including rent, telephone, heat, elec- 
tricity, water, depreciation and employees’ 
salaries. Premiums for this coverage are tax- 
deductible. 
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How the Programs are Safeguarded 


The Association has an active Insurance 
Committee composed of five members who 
study the insurance needs of the membership, 
authorize establishment of the various pro- 
grams, select the underwriters, evaluate the 
operating soundness of the plans, and serve 
as arbitrator—protecting the full rights of 
insured members. 


The Administrator 


All of the Association’s five programs are 
administered by Charles O. Finley & Com- 
pany, Inc., Chicago. His responsibilities in- 


The Story of Dissection. By Jack Kevorkian, M.D. 80 
New York: Philosophical Library, Inc., 1959. Price $3.75. 


Mental Health es of Automation. WHO Technical 


Report Series No. 183. 30 pages. New York: Columbia Uni- 
ersity Press, 1959. Price $.30. 


Peripheral Facial Palsy. Pathology and Surgery. By Karsten 
Kettel, M.D., Chief Surgeon, Department of Oto-Rhino-Laryn- 
gology, Fredericksborg Central Hospital, Hillerod, Denmark. 
341 pages. Springfield, Ill.: Charles C. Thomas, Publisher, 
1959. Price $19.50. 


The Physiological Basis of Diuretic Therapy. By Robert F. 
Pitts, M.D., Professor of Physiology and Biophysics, Cornell 
University Medical College. American Lecture Series. 295 
iw. Ill.: Charles C. Thomas, Publisher, 1959. 
Tice . 


The Clonal Selection Theory of Acquired Immunity. By Sir 
MacFarlane Burnet, Professor of Experimental Medicine, Uni- 
versity of Melbourne. 209 pages. Nashville, Tennessee: 
Vanderbilt University Press, 1959. Price $5.00. 


Some Guide Lines for Evaluative Research. By Elizabeth 
Herzog, Technical Studies Branch, Division of Research, U. S. 
Department of Health, Education and Welfare. 117 pages. 
= U. S. Government Printing Office, 1959. Price 
JD. 


The Central Nervous System and Behavior. Transactions of 
Second Conference, February, 1959, Princeton, N. J. Edited 
by Mary A. B. Brazier, Ph.D., Massachusetts General Hospital, 
Boston. 342 pages. New York: Josiah Macy, Jr., Foundation, 
1959. Price $4.75. 


Smoking and Health. By Alton Ochsner, M.D. 106 pages. 
New York: Julian Messner, Inc., 1959. Price $3.00. 


1958-59 Annual a of the John and Mary R. Markle 
Foundation. 77 pages 


Electrical Impedance Plethysmography. By Jan Nyboer, M.D., 
Professor, Department of Physiology and Pharmacology, Wayne 
State University Medical School, Detroit. American Lecture 
Series. 234 pages. Springfield, Ill.: Charles C. Thomas, Pub- 
lisher, 1959. Price $7.50. 


Human Biochemical Genetics. By H. Harris, M.D., Depart- 
ment of Biochemistry, London Hospital Medical Coliege. 298 
my a New York: Cambridge University Press, 1959. Price 


A Practical Guide for General Surgical Management. By 
Julian A. Sterling, M.D., Assistant Professor of Surgery, Grad- 
uate School of Medicine, University of Pennsylvania. 62 pages. 
New York: Vantage Press, 1959. Price $3.00. 


Atopic Cataract. By Emanuel Rosen, M.D., Newark Eve and 
Ear Infirmary. American Lecture Series. 100 pages. Spring- 
field, I1l.: Charles C. Thomas, Publisher, 1959. 


Instructional Course Lectures. Vol. XVI. Edited by Fred C. 


Reynolds, M.D. 323 pages. St. Louis: C. V. Mosby Company, 
1959. Price $16.00. 
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clude (1) developing programs authorized by 
the Insurance Committee, (2) assisting the 
Committee in selecting underwriters, (3) pro- 
moting sales, and (4) servicing claims. 


Brochures Available 


Detailed information on all of the Asso- 
ciation’s insurance programs are available 
from the headquarters office, 2601 Highland 
Avenue, Birmingham 5. In addition, the Ad- 
ministrator and the underwriters are happy 
to answer technical questions not covered in 
the brochure. 


V. O.F, 


An Introduction to Gynecological Exfoliative Cytology: A Man- 
ual for Cytotechnicians. By Winifred Liu, M.D., The Youngs- 
town Hospital Association, Ohio. 121 pages. Springfield, IIL: 
Charles C. Thomas, Publisher, 1959. Price $6.00 


Aldosterone in Clinical and Experimental Medicine. By E. J. 
Ross, M.D., Ph.D., M.R.C.P., Senior Lecturer in Medicine, 
University ‘College Hospital Medical School, London. 139 
Ill.: Charles C. Thomas, Publisher, 1959. 
Trice 


Roentgen Examinations in Acute Abdominal Diseases. By J. 
Frimann-Dahl, M.D., Chief of Roentgen Department, Ulleval 
Hospital, Oslo. Second edition. 509 pages. en Ii: 
Charles C. recess Publisher, 1960. Price $15.5 


Radiologi inati of the Small Intestine. By Ross Gol- 
den, M. D., ‘Profesor Emeritus of Radiology, Columbia Univer- 
sity. 533 pages. Springfield, Ill.: Charles C. Thomas, Pub- 
lisher, 1959. Price $28.50. 


Pyelonephritis.. By Fletcher H. Colby, M.D., Consultant, Mas- 
sachusetts General Hospital. 210 pages. Baltimore: Wil- 
liams & Wilkins Company, 1959. Price $7.50. 


Surgical Treatment of Bone and Joint Tuberculosis. By Rob- 
ert Roaf, M. M.Ch.Orth., F.R.C.S.Ed., F.R.C.S.Eng.; W. 
H. Kirkaldy- Willis, M.A., M.D., B.Chir., F.R.C.S.Ed.; 

A. J. M. Cathro, M.B., Ch. B. 134 pages. U. S. Agents, Balti- 
more: Williams & Wilkins Company, 1959. Price $7.00. 


Communicable Diseases in Schools. A Survey of Existing Legis- 
lation. World Health Organization, Geneva. New York: Co- 
lumbia University Press, 1959. Price $.70. 


Modern Nutrition in Health and Disease. Edited by Michael 
G. Wohl, M.D., Hahnemann Medical College and Hospital; 
and Robert S. Goodhart, M.D., Scientific Director, The 
National Vitamin Foundation, Inc., with 59 contributors. 
Second edition. 1,084 pages, illustrated. Philadelphia: Lea & 
Febiger, 1960. Price $18.50. 


Heritable Disorders of Connective Tissue. By Victor A. Mc- 
Kusick, M.D., Associate Professor of Medicine, The Johns 
Hopkins University School of Medicine. Second edition. 327 
pages. St. Louis: C. V. Mosby Company, 1960. Price $12.00. 


The Extremities. By Daniel P. Quiring, Ph.D., Second edi- 
tion revised and edited by John H. Warfel, Ph.D., Assistant 
Professor of Anatomy, The University of Buffalo, "School of 
Medicine. 120 pages, 106 illustrations. Philadelphia: Lea & 
Febiger, 1960. Price $3.25. 


Metabolic Aspects of Renal Function. By William D. Lot- 
speich, M.D., Professor and Chairman, Department of Physi- 
ology, University of Cincinnati College of Medicine. 190 pages. 
3 yaa Ill.: Charles C. Thomas, Publisher, 1959. Price 


Psychiatry: Descriptive and Dynamic. By Jackson A. Smith, 
M Clinical Director, Illinois State Psychiatric Institute, 
Chicago. 333 pages. Baltimore: Williams & Wilkins Company, 
1960. Price $7.00. 
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Psychotherapy by Reciprocal Inhibition 


By Joseph Wolpe, M.D. 239 pages. Stanford, Calif.: 
Stanford University Press, 1958. Price $5.00. 


Dr. Wolpe states that he was a “staunch follower” 
of Dr. Freud and of psychoanalysis until his “faith” 
was shaken by a small hole in his intellectual dike, 
occasioned by his reading Malinowski’s Sex and Re- 
pression in Savage Society, (London, 1927). Malinowski 
and Kardiner are famous for having said that all kinds 
of cornerstones of the early psychoanalytic theory were 
not “universal” and therefore not valid. Among these 
things were such assertions that anal eroticism did not 
exist among the Triobrianders and that among the 
nude as ethnic groups the castration complex did not 
exist. Dr. Wolpe’s fancy was captured, he says, by the 
idea that the Oedipal problems were nonexistent in 
some cultures. 


Now these ideas have been met head-on by many, 
including Dr. Freud, and have been repudiated to the 
satisfaction of this reviewer. The greatest of the pro- 
Freudian champions was the late Géza Réheim, whose 
psychoanalytic approach to anthropology was one of 
the great contributions to early interdisciplinary ap- 
proaches to problems. 


Dr. Wolpe was further swayed by Valentine, then 
Pavlov, then Hull. He has come up with a theory of 
therapy which involves reciprocal inhibition of symp- 
toms; and as best the reviewer can make out, the 
therapist firmly directs the patient, who reciprocates 
by inhibiting his symptomatology. 

This approach to psychotherapy is so radically dif- 
ferent from the basis of therapy as the reviewer knows 
it (particularly as regards the elimination of the anal- 
ysis of the transference and the countertransference, 
and synthesis of results accomplished by the patient's 
insight, and the help of therapist’s interpretations) 
that I fear I cannot be very objective. Most open to 
question in my mind is the heavy weight placed on the 
interpretation of nonhuman animals’ responses to 
stress as being equivalent to the human counterpart, 
neurosis. This suggests that one is liable to highly 
specious, if not fanciful, thinking, and that such an 
approach is to ignore the increased complexity of the 
human cortex over those of more modest (but perhaps 
sometimes better and less presumptuously used) size, 
structure, and complexity. It certainly removes any 
likelihood of verbal contradiction or even verbal par- 
ticipation by the subject. 

Also, the approach of telling an individual in ther- 
apy, “You must do” anything, unless he is psychotic, 
is open to hazards too numerous to mention, and in 
my opinion renders a patient liable either to a 
smoldering, resentful passive role, to a flight to health, 
or psychosis. 

The reviewer is of the opinion that any radical de- 
parture from proven successful methods should be 
proven useful by the departer; when reciprocal inhibi- 
tion is documented by Dr. Wolpe and his followers as 


1065 


offering a more favorable prognosis to our common 
therapeutic problems, the reviewer will swallow his 
orality and call it “eating crow.” 


The Treatment of Bronchial Neoplasms 


By Robert R. Shaw, M.D., and Donald I.- Paulson, 
M.D., Clinical Professors of Surgery, Southwestern 
Medical School of the University of Texas. Spring- 
field, Ill.: Charles C. Thomas, Publisher, 1959. 


This is a monograph which thoroughly covers all . 


aspects of the treatment of bronchogenic tumors. The 
authors discuss the roles of chemotherapy and irradia- 
tion and also emphasize certain points about the 
terminal care of this type of patient. Conservative 
operations, such as bronchoplasty, segmental resections 
and other palliative operations are described and an- 
alyzed as to their relaxing effectiveness compared to 
pneumonectomy in the treatment of this discouraging 
group of tumors. The authors invoke the theory of 
biologic predeterminism to justify that form of therapy 
which they feel offers the patient the longest, most 
comfortable survival. 

The book is a scholarly and philosophical appraisal 
of the most recent therapeutic trends in lung tumors. 
It is also an appeal for greater selection of patients 
for the more radical surgical procedures. 


The Chemistry and Chemotherapy of Tuberculosis 


By Esmond R. Long, M.D., Emeritus Professor of 

Pathology, University of Pennsylvania. Third edi- 

tion. 431 pages. Baltimore: Williams &, Wilkins 

Company, 1959. Price $12.00. - 

This venerable book has survived many years since 
the first edition in 1923. The prolonged tenure of its 
author is turned to advantage wherein the bibliogra- 
phy and discussion are seasoned; the references are not 
copious, but judiciously chosen from the breadth of 
years and are complete to middle 1957. 

The book’s function as a review is broken down into 
three broad divisions: the chemistry of tubercle bacilli, 
chemical changes in the tuberculous host, and chemo- 
therapy. The first section contains many gems about 
the chemical physiology of staining and growth. The 
second section is particularly commended for its docu- 
mented discussion on factors worthy of emphasis, such 
as nutrition, graded changes in serum proteins, the 
chemistry of tuberculous effusions, and in what is con- 
sidered the most illuminating chapter in the book, a 
bridge from the gross pathologic changes of caseation 
to the underlying reactions. The tryptophan test on 
cerebrospinal fluid is brought to light again; it is of 
interest that in its only systematic use in recent years 
it was found surprisingly valid. One must quibble 
with the unqualified statement on page 198, “secondary 
anemia is frequent,” modified somewhat on page 211, 
“Anemia not infrequently characterizes advanced 
tuberculosis.” A minimal increase in blood calcium 
and phosphorus in bone tuberculosis is stated with an 
old, obscure German reference, yet the gross and symp- 
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tomatic hypercalcemia seen on occasion with acute 
miliary tuberculosis is not mentioned. The author is 
mild where he should be unequivocal in his emphasis 
that the electrolyte changes in the cerebrospinal fluid 
of tuberculous meningitis are “simply one feature of a 
general electrolyte disturbance”; the ancient dogma of 
the ‘decreased chloride’ as something specific for tuber- 
culous etiology has persisted too long. 


The last section on chemotherapy contains quite all 
that is needed about present drugs with well-summar- 
ized information on what is (and is not) known about 
the mechanisms of action, a subject frequently avoided. 
Clinical recommendations bear view from the inevi- 
table modifications which have taken place in the past 
two years. This area has been and will continue to be 
in a state of progress and so well has the author pre- 
sented the basic material that no significant drawback 
is appreciable. This book as a whole may be warmly 
recommended for all students of tuberculosis. 


The Mediastinum 


By Ted F. Leigh, M.D., Professor of Radiology, 

Emory University School of Medicine, and H. 

Stephen Weens, M.D., Professor of Radiology and 

Chairman of the Department of Radiology, Emory 

University School of Medicine. 240 pages. Spring- 

field, [11.: Charles C. Thomas, Publisher, 1959. Price 

$11.50. 

The radiologic investigation and diagnostic features 
of the normal and the abnormal mediastinum are out- 
lined. There are thirty chapters, each of which treats 
a separate aspect of mediastinal anatomy or pathology. 
A systematic tabulation of the radiologic characteristics 
and differential diagnosis of most of the disease proces- 
ses of each of the mediastinal organs (exclusive of the 
heart) and survey of the mediastinal alterations fre- 
quently present in certain systemic diseases are con- 
cisely presented. The rarer as well as the more com- 
mon mediastinal lesions are thoroughly illustrated with 
material accumulated from the authors’ experience. In 
some instances special illustrations from the literature 
of this subject have been added. 

This monograph is a good reference book for sur- 
geons and physicians primarily interested in the study 
and treatment of diseases of the chest. 


Surgical Treatment of Bone and Joint Tuberculosis 


By Robert Roaf, M.A., M.Ch. Orth., F.R.C.S. Ed., 

F.R.C.S. Eng.; W. H. Kirkaldy-Willis, M.A., M.D., 

B. Chir., F.R.C.S. Ed.; and A. J. M. Cathro, M.B., 

Ch. B. 134 pages. U. S. Agents, Baltimore: Williams 

& Wilkins Company, 1959. Price $7.00. 

In the United States, tuberculosis of the skeletal sys- 
tem is encountered less frequently than a generation 
ago, but it is by no means extinct. The effect of vigor- 
ous public health pursuit of cases and the availability 
of specific medical therapy have reduced frequency to 
the extent that few centers can accumulate enough 
experience to speak authoritatively. A text which com- 
bines the respected experience of the British Ortho- 
pedic Centers with the first-hand results of treatment 
of an astounding number of patients in Narobi, Kenya, 
should offer a timely addition to the resource litera- 
ture on skeletal tuberculosis. 


AUGUST 1960 


The authors recommend a variety of extensive sur- 
gical procedures, in addition to careful medical man- 
agement. The surgical diagrams which are included 
will not be sufficient to prepare the surgeon who does 
these procedures occasionally. The references which 
appear at the end of each chapter are well selected in- 
cluding, for example, the now classic instruction on 
surgical approaches to the spine by Robinson and 
Southwick, and they furnish the information supple- 
mentary to the brief text. 


There is an interesting parenthetical chapter which 
describes the plan in the Kenya of separation of treat- 
ment into the types of cases which can be managed in 
outlying hospitals and those which require large medi- 
cal centers. The noncontroversial steps in treatment 
are carried out in the smaller hospitals, while the 
newer procedures, such as anterior fusion of the spine 
or anterolateral decompression with grafting, are done 
in the Central Hospitals. 

Roaf, Kirkaldy-Willis, and Cathro have organized 
their material succinctly, and their presentation should 
convince the conservative-minded reader that there is 
valid rationale for surgery in the treatment of tuber- 
culous bone disease. The merit of the book lies not in 
any startling concept but rather from the confirmation 
and assurance which can come only from a large num- 
ber of cases subjected to careful study. The book is 
recommended as a current report on the therapeutic 
aspects of bone tuberculosis. 


Heritable Disorders of Connective Tissue 


By Victor A. McKusick, M.D., Associate Professor of 

Medicine, Johns Hopkins University School of Medi- 

cine. Second edition. 327 pages. St. Louis: C. V. 

Mosby Company, 1960. Price $12.00. 

This second edition, four years after the first, con- 
tinues to maintain the superiority of the author's work. 
The text has been expanded, illustrations added and 
the bibliography again renewed with scrupulous at- 
tention. 

Only in this book may be found the details of five 
primary, inherited diseases in an organized manner, 
collected from diverse sources and unified from the 
standpoint of their connective tissue defect. A last 
chapter considers a number of other entities of varied 
or unknown origin, but also affecting connective tissue; 
with its bibliography this chapter is at least as valu- 
able as those preceding. This volume is of direct use 
to the generalist, pediatrician, endocrinologist, ortho- 
pedist, and internist, and by virtue of the widespread 
manifestations of connective tissue disease, will be of 
interest to any of the medical specialties. 

This book has escaped being a mere scholarly review, 
and elevates these diseases from the prosaic (and hard 
to remember) status of “syndromes” to the point of 
understandable, distinct diseases which are both in 
themselves interesting and form an appreciation of 
connective tissue function. 


Chronic Iliness in a Rural Area. 
The Hunterdon Study, Vol. II! 


Reported by Ray E. Trussell, M.D., Chairman, 
School of Public Health and Administrative Medi- 
cine, Columbia University, and Jack Elinson, Ph.D. 
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VOLUME 53 


Associate Professor, Columbia University. 415 pages. 

Published for the Commonwealth Fund. Cambridge, 

Mass.: Harvard University Press, 1959. Price $7.50. 

Though numerically listed as the third in the series 
of four reports on the problems of chronic illness in 
the United States, it is the last to be published and it 
makes a companion piece with Volume IV on Chronic 
Illness in a Large City. The present report gives in 
considerable detail the findings of four related studies 
on morbidity in Hunterdon County, New Jersey, a 
rural area. The conception, planning, and execution of 
these studies (which incidentally required 5 years to 
complete and report) was always on the grand scale, 
with highly competent and knowledgeable personnel 
engaged at every turn. There was a family interview 
in which information was obtained about 13,113 indi- 
viduals, who reported 17,464 morbid conditions, or 1.3 
per person. There was a Clinical evaluation of 846 of 
the original interviewed group, with unlimited exami- 
nations and laboratory studies. There was a medical 
verification of interview-reported illness of 1,569 peo- 
ple, whose attending doctors were asked to supply 
medical information concerning the reported and other 
attended illness. And finally, there was the application 
of a battery of screening tests to 2,679 individuals in 
addition to the 846 who were examined. From all of 
these studies, a number of significant observations 
emerged: chronic and disabling illness is more com- 
mon than had been previously estimated; one third of 
medically disabling conditions could have been pri- 
marily prevented or secondarily prevented from pro- 
gressing; previous medical care received by people 
with medically disabling illness was judged to have 
been unsatisfactory qualitatively, quantitatively or 
both, in 60% of the cases; the rehabilitation potential 
of medically disabling conditions is relatively small. 


The Hunterdon County studies made other signifi- 
cant contributions in the field of methodology, and 
added weight to the evaluations of the interview 
method made in other studies (Pittsburgh arthritis 
studies by Cobb, et al., Baltimore Study reported in 
Volume 1V of this series, and the Purdue Farm Cardiac 
Studies). 

The interview method turns out to be far from reli- 
able in assessing the prevalence of illness in a com- 
munity. Clinical evaluation studies showed that only 
about half of the conditions reported by respondents 
on interview could be verified by the examining doc- 
tors, while only 22% of all the conditions found on 
examination had been reported on interview. The 
medical verification studies showed a somewhat better 
record. Attending doctors verified illness reported on 
interview in about 83% of the cases, but this total in- 
cluded a number of instances in which agreement was 
only close, not perfect. 


The studies reported here should be of considerable 
interest to all those who are concerned with medical 
care, particularly with the care of chronic and dis- 
abling illness. 


Medical Radiographic Technic 


Second Edition, Revision by William L. Bloom, Jr., 
John L. Hollenbach, R.T., James A. Morgan, R.T., 
and John B. Thomas, R.T. 368 pages. Springfield, 
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Ill: Charles C. Thomas, Publisher, 1959. Price 

$11.00. 

This is a new edition of a medical radiographic 
technic volume which has been a standard for some 
years. The addition of newer technics in more recently 
developed radiographic procedures has brought this 
volume up-to-date. It is a sound and readable book 
and explains technical procedures in simple terms 
which are readily understood and easy to follow. It is 
a good volume on general radiographic technic. 


Russian-English Biological and Medical Dictionary 


By Dr. Eugene A. Carpovich. 400 pages. New York: 
Technical Dictionaries Company, 1958. Price $12.00. 


In view of the continual state of flux of scientific 
language, the coining of new words and the changing 
usage of old ones, it is not surprising to find this, or 
any other, scientific dictionary not completely current. 
In spite of its limitations, however, Carpovich’s dic- 
tionary is most useful in translating articles from Rus- 
sian to English, and is mutually supplementary to 
Jablonski’s Russian-English Medical Dictionary, which 
was also published in 1958. Of the two, Carpovich’s 
contains more terms, especially more biologic terms. 

By the judicious use of this dictionary, a standard 
Russian to English dictionary, and one’s imagination, 
it is possible to make an acceptable translation of 
articles that were clearly written initially. 


INSTRUCTIONS TO CONTRIBUTORS 


Exclusive Publication: Articles offered for publication must 
be contributed solely to the Southern Medical Journal. 


Manuscripts: Manuscripts should be original copy, type- 
written, double-spaced, with wide margins. Because of lack 
of space, it is necessary to limit the number of bibliographic 
references to twenty. Footnotes and references should con- 
form to the following style: 


1. Doe, J. E.: What You Should Know 
about It, South. M. J. 50:711, 
1950. 


Illustrations: Black and white glossy prints, preferably 5 by 
7 inches, and drawings in India ink on white paper are 
required. The author's name, number and indication of 
top, if doubtful, should be attached. Necessary plates not 
exceeding six, or one and a half pages, will be furnished 
by the Journal. 

Reprints: Reprints are available at publisher's cost. An order 
form will accompany author's galley proof and should be 
returned with the galley to the Editor. 

Book Reviews: Books and monographs submitted for review 
should be mailed to the Editor. Acknowledgment will ap- 
pear in the Journal. Selection rights reserved. 

Editorial Address: All manuscripts, corrected galley proof, 
reprint orders, books for review and related correspondence 
should be addressed to the Editor, R. H. Kampmeier, M.D., 
Vanderbilt University School of Medicine, Nashville 5, 
Tennessee. 

Business Address: All correspondence related to member- 
ship, subscriptions, advertising, and other business should 
be addressed to the Southern Medical Association, 2601 
Highland Avenue, Birmingham 5, Alabama. 
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MEDICAL NEWS 
Continued from page 1055 


and Dr. James T. Morgan, Graysville. 

Dr. Neal S. Flowers, Mobile, is President of the Ala- 
bama Radiological Society. 

Major Raymond L. Hodges, USAF, MSC, U. S. Air 
Force School of Aviation Medicine, Gunter Branch, 
has been admitted to the bar of the United States 
Supreme Court. 


ARKANSAS 


Dr. M. C. Hawkins, Jr., Associate Clinical Professor 
of Surgery at the University of Arkansas Medical 
Center, was elected Vice-President of the Southwestern 
Surgical Congress. 

Dr. R. B. Robins, Camden, has been chosen Vice- 
President of the American Association of Railway 
Surgeons. 

Dr. John F. Guenthner, Mountain Home, was ap- 
pointed to the Arkansas State Medical Board by 
Governor Orval E. Faubus. 

Dr. J. E. Doherty, Jr., Little Rock, has received a 
degree as a Fellow in the American College of 
Physicians. 

New officers of the Woodruff County Unit of the 
American Cancer Society include Dr. Fay B. Millwee, 
McCrory, President; and Dr. Victor Ferrari, Augusta, 
Chairman of Publicity and Education. 


DISTRICT OF COLUMBIA 


Dr. Oscar B. Hunter, Jr., Director of the Hunter 
Memorial Laboratory, has been re-elected for a three 
year term to the Metropolitan Washington Board of 
Trade. Dr. Hunter is also Councilor from D. C. to 
Southern Medical Association. 


Dr. Henry H. Balch, Associate Professor of Surgery 
at Georgetown University School of Medicine, has 
been elected to membership in the American Surgical 
Association. 

Dr. Hugh G. Clark is the new President of the D. C. 
Chapter of the National Association for Mentally Ill 
Children. 

Dr. Thelma Dunn has been chosen Vice-President 
and President-Elect of the American Association for 
Cancer Research. 

The D. C. Chapter of the American Academy of 
General Practice re-elected its officers: Dr. Beveridge 
Miller, Chairman; Dr. Ernest H. Aschenbach, Vice- 
Chairman; Dr. W. Robert Perkins, Secretary; and Dr. 
Russell M. Tilley, Treasurer. 


Dr. Dorothy A. Starr has been appointed Chief of 
the Adult Mental Health Division, Bureau of Mental 
Health of the District of Columbia. 

New active members of the Medical Society of the 
District of Columbia include Drs. Silas B. Hays, Ger- 
ald A. Hopkins, William $. Lyons, Maesimund B. 
Panos, John F. Potter, and Mathew Ross. 

Dr. Herbert P. Ramsey is Chairman of the new 
Hospital Advisory Council to the District Commis- 
sioners and Dr. Josephine J. Buchanan is Secretary. 


AUGUST 1969 


Dr. Edward A. Cafritz has been elected President of 
the Kaufmann Camp for Washington Boys and Girls, 
which he helped to found in 1953. 


FLORIDA 


Dr. Walter C. Jones, Miami, has been chosen Presi- 
dent-Elect of the Southeastern Surgical Congress. Dr, 
Jones is a Past President of Southern Medical Asso- 
ciation. 

Dr. James T. Cook, Jr., Marianna, has been elected 
state Chairman of the Florida Medical Committee for 
Better Government. 

Officers of the State Association of County Health 
Officers include Dr. John S. Neill, Tampa, Assistant 
Health Officer of Hillsborough County, Chairman; 
Dr. Neill D. Miller, Fort Pierce, Health Officer of St, 
Lucie, Martin and Okeechobee Counties, Vice-Chair- 
man; and Dr. Edward G. Byrne, Gainesville, Health 
Officer of Alachua County, Secretary-Treasurer. 

The Florida Radiological Society has elected: Dr, 
John S. Stewart, Fort Myers, President; Dr. John P. 
Ferrell, St. Petersburg, President-Elect; Dr. Ivan Isaacs, 
Jacksonville, Vice-President; Dr. Richard D. Shapiro, 
Miami Beach, Treasurer; Dr. Alfred G. Levin, Miami, 
Secretary; and Dr. J. Maxey Dell, Gainesville, Coun- 
cilor to the American College of Radiology. 

The following Miami physicians have been certi- 
fied in their various specialties: Dr. Stephen © 
Wright, certified in Child Psychiatry by the American 
Board of Psychiatry and Neurology; Drs. Howard A. 
Novell and Ernst Phillipp by the American Board of 
Obstetrics and Gynecology; Dr. Sanford Cobb by the 
American Board of Anesthesiology; and Dr. Arthur R, 
Andrejek by the American Board of Orthopedic 


Surgery. 
GEORGIA 


New officers of the Medical Association of Georgia 
are Dr. Milford B. Hatcher, Macon, President; Dr 
Fred H. Simonton, Chickamauga, President-Elect; Dr, 
Simone Brocato, Columbus, First Vice-President; Dr. 
Braswell E. Collins, Macon, Second Vice-President; 
and Dr. John T. Mauldin, Atlanta, Secretary. 

Dr. Harry B. O’Read has been appointed President 
of the Medical College of Georgia. The appointment 
was announced by the Board of Regents of the unk 
versity system of Georgia. 

Dr. J. Roscoe Sams, Covington, has been elected 
Chief of Staff of the Newton County Hospital staff. 

Dr. John A. Duncan, Darien, has been appointed a 
Medical Advisor to Local Board No. 102, Selective 
Service System. 

Dr. S. D. Brown, Jr., Royston, was recently selected 
as a Junior Fellow in the Southeastern Surgial 
Congress. 

Dr. Thomas L. Hodges, Clarksville, has been elected 
as President of the North Habersham PTA. 

Officers of the Richmond County Medical Society 
are: Dr. Jack Water, President; Dr. John Bowen, 
President-Elect; Dr. Preston Ellington, Vice-President 
and Dr. F. N. Harrison, Secretary-Treasurer. The 
doctors are all from Augusta. 


Continued on page 62 
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when you see 
signs of 
anxiety-tension 
specify 


brand of thiopropazate dihydrochloride 


for rapid relief of anxiety manifestations 


You will find Dartal outstandingly beneficial 
in management of the anxiety-tension states 
so frequent in hypertensive or menopausal 
patients. And Dartal is particularly useful 
in the treatment of anxiety associated with 
cardiovascular or gastrointestinal disease, or 
the tension experienced by the obese patient 
on restricted diet. You can expect consistent 
results with Dartal in general office practice. 


with low dosage: Only one 2, 5 or 10 mg. tablet 
t.i.d. with relative safety: Evidence indicates Dartal 
is not icterogenic. 


Clinical reports on Dartal: 1. Edisen, C. B., and Samuels, 
A.S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
2. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. 
3. Mathews, F. P.: Am. J. Psychiat. 114:1034 (May) 1958. 
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AFTER SURGERY 
less need for these... 
and better recoveries 


AUGUST 1969 


(d-Pantothenyl Alcohol, Warren-Teed) 


Surgical stress appears to increase the body’s pantothenic acid require- 
ments. ILOPAN (parenteral) provides pantothenic acid—to aid 
restoration of normal peristalsis—to prevent and relieve postoperative 

retention of flatus and feces, even paralytic ileus. 


In 42 postsurgical patients . . . “Ilopan was responsible for 
a 50% reduction in number of enemas, and a reduction or 
earlier withdrawal of catheters and Levin or Cantor tubes. 
In 213 additional surgical procedures . .. patients on Ilopan 
...an 86% effective improvement” 

Kareha, L. G., et al, W. Jour. S.G. & O., 66: 220, 1958 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS, OHIO 


“...the (Ilopan) treated patients did 
do better, especially as to their mental 
outlook and sense of well-being. They 
seemed more comfortable, less drugged 
and in a much better state of mind.” 
Collins, D., to be published 


ILOPAN produces no hyper-peristalsis or cramping —no side effects 
—and can be routinely administered intramuscularly by the nurse. 


1 cc, Ampuls (250 mg.) 


Dallas Chattanooga 


2 cc. Ampuls (500 mg.) 


Los Angeles Portland 


In a 130-case study . . . “pantothenyl 
alcohol (Ilopan) is frequently useful 
in the prevention of postoperative ileus 
and its treatment... no ill effects noted 
... urinary retention greatly reduced... 
catheterization requirements substan- 
tially diminished.” 

Stone, M.L., et al, Amer. J. Surgery, 97:191, 1959 


10 cc. Vials (2500 mg.) 


Vanmaceutic® 
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TRICHOMONAS 
MONILIA 
BACTERIA 


welcome clinical advance... 
effective medication 


in an appealing form 


Soft and pliant aks tampon, the Milibis vaginal suppository offers proved therapeutic 
action* in a Vehicle giving unusual clinical advantages to both patients and physician. 


COVERS CERVIX AND VAGINAL WALL —The pliant Milibis suppository 
; disintegrates readily and molds itself to the cervix as well as the 
Se columns and rugae of the vaginal vault. 


Milibis—only 10 suppositories in most cases—together with the clean, odorless, 
non-staining qualities eliminates psychic barriers which often interrupt 
longer treatments before complete cure. 


Vaginal Suppositories 
Now supplied with () LABORATORIES 
plastic applicator New York 18, N.Y. 


*97 per cent effective in a study of 564 cases; 
© INSURES CORRECT 
with applicator. SUPPOSITORY PLACEMENT 94 per cent effective in a series of 510 cases. 


Milibis (brand of glycobiearse!), trademark reg. Pet. Off. 


Q be SHORT DOSAGE SCHEDULE -The short course of treatment with 
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over five yearjo 


in! 


...for the tense and nervous patient 


Despite the introduction in recent years of “new and different” tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 


the patient or the physician 
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clinical use... 


Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


*TRADE-mARK 


l simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


9 no cumulative effects, thus no need for difficult 
dosage readjustments 


3 does not produce ataxia, change in appetite or libido 


A, does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


Miltown 


meprobamate (Wallace) 
Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; 
or as MEPROTABS*—400 mg. unmarked, coated tablets. 


ace LABORATORIES / Cranbury, N. J. 
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OTIC SOLUTION 


VIRTUALLY 


100% 


CONTROL OF 


OTITIS EXTERNA 


WITHOUT ANTIBIOTICS 
OR SULFONAMIDES 


WAMPOLE LABORATORIES. STAMFORD, CONN. arts of 


Reference: 1. Ochs, I. L., A New Material for Treating External Otitis, Medical Times, May, 1960. 
Formula: 1, 2 Propanediol diacetate 3.0%; Acetic acid 2.0%; Benzethonium chloride 0.20%; in a Propylene glycol vehick. 
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PAPAIN 
IS THE 
KEY 


to complete, thorough 
vaginal cleansing 


mucolytic, acidifying, 
ysiologic vaginal douche 


papain content of Meta Cine is the key 
son why it effects such complete cleansing of 
vaginal vault. Papain is a natural digestant, 
j is capable of rendering soluble from 200- 
) times its weight of coagulated egg albumin. 
the vagina, papain serves to dissolve mucus 
gs and coagulum. 


ta Cine also contains lactose—to promote 
wth of desirable Doderlein bacilli—and 
thyl salicylate, eucalyptol, menthol and 
orothymol, to stimulate both circulation and 
mal protective vaginal secretions. Meta 
's pleasant, deodorizing, non-medicinal fra- 
nce will meet your patients’ esthetic demands. 


pplied in 4 oz. and 8 oz. containers, and in 

kes of 30 individual-dose packets. Dosage: 

taspoonfuls, or contents of 1 packet, in 2 
of warm water. 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 
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HYDROCHLOROTHIAZIDE 


increased potency—without corresponding increase in side effects 


VOLU 


uf 
> 
| 
at 
| 
, 
| | H 
| 
\ 
\ 


SOUTHERN MEDICAL JOURNAL 45 


Sackner, M. A., Wallack, A. A. and Bellet, S.: Am. J. M. Se. 
237:575, (May) 1959. 


“The severity of the congestive 
heart failure ... was as follows: 
Class IV (9 patients), Class III 
(5 clita’. and Class II (1 pa- 
tient).”. . “Weight loss ranged 
from 4 to 45 pounds over a period 


of 3 to 17 days with an average 


of 2.4 pounds a day.” 


DOSAGE: One or two 50 mg. tablets of ryDRODIURIL once or 
twice a day. 


SUPPLIED; 25 mg. and 50 mg. scored tablets HypRODIURIL 
(Hydrochlorothiazide) in bottles of 100 and 1,000. 


HYDRODIURIL is a trademark of Merck & Co., Inc. 


Additional information on HyDRODIURIL is available to the 
physician on request. 


SHARP & DOHME 
“ Division of Merck & Co., Inc. Philadelphia 1, Pa. 
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Librium and the 66 tranquilizers 


he era of tranquilizers that preceded Librium therapy saw a long succession 
of drugs — sixty-six by the latest count. And yet, today Librium is considered 
by many clinicians as the successor to this entire group. The reasons? The 
physician can manage more patients and control a wider area of anxiety-linked 
symptoms with Librium than with any tranquilizer or group of tranquilizers. 
Librium is the biggest step yet toward “pure” anxiety relief as distinct from 


central sedative or hypnotic action. NEW 
Consult literature and dosage information, ri 
available on request, before prescribing. 


the successor to the tranquilizers 


LIBRIUM® 
5-phenyl-3H-1,4-benzodiazepine 4-oxide 


bod LABORATORIES 
Division of Hoffmann-La Roche Inc. 
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Librium and the 66 tranquilizers 


physician can manage more patients and control a wider area of anxiety-linked 


symptoms with Librium than with any tranquilizer or group of tranquilizers. 
Librium is the biggest step yet toward “pure” anxiety relief as distinct from 


central sedative or hypnotic action. NEW 
Consult literature and dosage information, aL. 
available on request, before prescribing. 


the successor to the tranquilizers 


LIBRIUM® Hydrochloride —7-chloro-2-methylamino- 
5-phenyl-3H-1,4-benzodiazepine 4-oxide hydrochloride 


LABORATORIES 


Division of Hoffmann-La Roche Inc. 


| 7 he era of tranquilizers that preceded Librium therapy saw a long succession 
| of drugs — sixty-six by the latest count. And yet, today Librium is considered 
by many clinicians as the successor to this entire group. The reasons? The 
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2 CHART SPEEDS + 3 SENSITIVITIES - RECORDING OTHER PHENOMENA 


the work of 


one SANBORN electrocardiograph 


F you would like the greatest possible versatility 
in a precision, highly developed ECG, the 
Model 100. Viso-Cardiette offers many diagnostic 
and operating advantages to your practice. As 
illustrated, waveforms may be recorded at the 
chart speed and sensitivity most suitable for 
maximum clarity, and non-cardiographic inputs 
can be either recorded or monitored by using the 
**100 Viso”’ in conjunction with other equipment. 
This modern Sanborn ECG also incorporates fully 
automatic stylus stabilization as leads are changed, 
pushbutton ‘‘grounding’’, 8 standard lead positions. 


The same instrument is also 
available in a mobile cabinet of 

mahogany or rugged, scratch-and 
stain -resistant plastic laminate, as the 

Model 100 M. A third Sanborn ECG is the 
18 Ib. brief case size Model 300 Visette — 
true portability for any nurse or physician. 

Call any Sanborn Branch Office or 
Service Agency for d trati: 


SANBORN COMPANY 


MEDICALYDIVISION 
175 WYMAN ST., WALTHAM 54, MASS. 
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NEEDED: THE APPETITE SUPPRESSANT STRONG ENOUGH AND SAFE ENOUGH TO DO THE JOB 


Ambar controls many cases of overeating/obesity 
refractory to usual therapy. To strengthen the 
will for successful dieting, the methampheta- 
mine-phenobarbital in Ambar is designed to 
improve mood without harmful CNs overstimu- 
lation. Available in different forms to enable 
of dosage: AMBAR #1 EXTENTABS, 


Ambar #1 Extentabs 


10-12 hour extended action tablets, methamphe- 
tamine HCI 10.0 mg., phenobarbital 64.8 mg. 
AMBAR #2 EXTENTABS, methamphetamine HCl 
15.0 mg., phenobarbital 64.8 mg. Also conven- 
tional AMBAR TABLETS, methampheta- 
mine3.33 mg., phenobarbital 21 

A. H. ROBINS CO.,INC., RICHMOND 20, VA. % 


/Ambar #2 Extentabs 
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Fostex’ 


e _ treats their 


© while they 
wash 


degreases the skin helps remove blackheads dries and peels the skin 


completely emulsifies penetrates and softens come- removes papule coverings and 
and washes off excess dones, unblocks pores and facil- permits drainage of sebaceous 
oil from the skin. itates removal of sebum plugs. glands. 


Patients like Fostex because it is so easy to use. They simply wash acne skin 2 to 4 times 
a day with Fostex Cream or Fostex Cake, instead of using soap. 


Fostex contains Sebulytic®,* a combination of surface-active wetting agents with remark- 
able antiseborrheic, keratolytic and antibacterial actions ...enhanced by sulfur 2%, 
salicylic acid 2%, and hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and sodium dioctyl sulfosuccinate. 


Fostex is available in two forms— 


— ¥ FOSTEX CREAM, in 4.5 oz. jars. 


FOSTEX CAKE, in bar form. 


Fostex Cream and Fostex Cake are inter- 
changeable for therapeutic washing of the skin. 
Fostex Cream is approximately twice as drying 
as Fostex Cake. 


Fostex Cream is also used as a therapeutic 
shampoo in dandruff and oily scalp. 


Write for samples. 


WESTWOOD PHARMACEUTICALS * Buffalo 13, New York 
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NEW 


upper respiratory decongestion 
provides both... 


and bronchial decongestion 


Many hay fever patients also experience chest discomfort. For these patients, 
new ISOCLOR provides relief along the entire respiratory tract. 
COMBINES the nasal and bronchial decongestant action of d-isoephedrine 
with the histamine blocking action of chlorpheniramine. 

RELIEVES the discomforts of rhinorrhea, itching, sneezing, hyperlacrima- 
tion and post nasal drip—lets the patient get a full night's rest—with 
minimal daytime drowsiness, CNS or pressor stimulation. 


TABLETS AND SYRUP for adults and children . . . TONE 
COMPOSITION: Per tablet Per 5 mi. syrup ARN AR-S 


Chiorpheniramine maleate ............... 4mg. 2 mg. 
d-Isoephedrine 25 Mg. 12.5 mg. Laboratories, Inc. 


DOSE: Tablets: One tablet 3 or 4 times daily. Syrup: Children: 3-6 yrs. Mt. Prospect, Illinois 
¥, tsp. tid.; 6-12 yrs. 1 tsp. ti.d.; Adults: 2 tsp. tid. 


AVAILABLE: Tablets: Bottles of 100. Syrup: Pint bottles. 


4 
n 
) 
tic 
q ae Be 
— 


52 


SOUTHERN MEDICAL JOURNAL AUGUST 196 


probably “the most common 
chronic infection — é 


by far the most e ective drug” | 


Furadantin 


brand of nitrofurantoin 

“,.. by far the most effective drug to be employed, and this has been substantiated in practice. It is a 
drug of low toxicity and, what is more important, bacteria rarely if ever become resistant to ft. It can 
be employed for long periods of time, is bactericidal and does not favor the appearance of monilial 
infections.”’$ 

Indicated in: acute and chronic prostatitis = benign prostatic hypertrophy (to prevent or treat con- 
comitant infection) = postoperatively in prostatic surgery 


Supplied: Tablets, 50 and 100 mg., Oral Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Campbell, M. F.: Principles of Urology, Philadelphia, W. B. Saunders Co., 1957. 2. Farman, F., and 
McDonald, D. F.: Brit. J. Urol. $1:176, 1959. 3. Sanjurjo, L. A.: Med. Clin. N. America 43:1601, 1959. 


EATON LABORATORIES, NORWICH, NEW YORK 4: 


4 J 
! 

3 
“4 4 
ie 
3 
Re? 
i 
ye ‘ 3 “aa 
| 
4 
aton 
4 


amily breadwinner 
lost time from 
LOW BACK PAIN 
with 
effective oral skeletal 
muscle relaxant 
and mild tranquilizer 


if 
q 


Trancopal enabies patients 
to resume their duties in 
from one to two days. 


In a recent study of Trancopal in industrial medi- 
cine,’ results from treatment with this “tranquil- 
axant” were good to excellent in 182 of 220 
patients with muscle spasm or tension states. From 
clinical examination of those patients in whom 
t muscle spasm was the main disorder, “. . . it was 
apparent that the combined effect of tran- 
quilization and muscle relaxation enabled 
them to resume their normal duties in 
from twenty-four to forty-eight hours. 
...It is our clinical impression that 
Trancopal is the most effective oral 
skeletal muscle relaxant and mild 
tranquilizer currently available.” 
Side effects occurred in only 12 patients, and: 
“No patient required that the dosage be reduced 
to less than one Caplet three times daily because 
of intolerance.” 


: 
Acute 
‘Chror 
‘Pelvic 
‘Whipl 
Spasr 
Rhew 
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TALS 
Trangopal 


Clinical results with tr ancopal 


Good Fair Poor 


BACK SYNDROMES 


‘Acute low back strain 25 19 


8 6 
‘Chronic low back strait 5 1 1 
Porters’ syndrome’’* i 1 
Pelvic fractures 2 1 4 


CK SYNDROMES | | 
Whiplash injuri@s’ 6 2 


N 
mem ND 


HER MUSCLE SPASM 


Spasm related to trauma 6 
Rheumatoid arthritis } = 18 2 1 21 
Bursitis 


112° 70 23 15 220 
(51%) (S2%) | (20%) (7%) (100%) 


-  *Over-reaching tm lifting Reavy bags resulting in sprain of upper, middie, and lower back muscles. 


Dosage: Adults, 200 or 100 mg. orally three or four times daily. 
Relief of symptoms occurs in from fifteen to thirty minutes and lasts from four to six hours. 


How Supplied: Trancopal Caplets® 
200 mg. (green colored, scored ), bottles of 100. 
100 mg. (peach colored, scored ), bottles of 100. 


1. Kearney, R. D.: Current Therap. Res. 2:127, April, 1960. 


Trangopal (brand of chiormezanone) and Caplets, trademarks reg. U.S. Pat. Off. (| Jnthovop LABORATORIES, New York 18, N.Y. 
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francopal enables patients 
to resume their duties in 
from one to two days. 


In a recent study of Trancopal in industrial medi- 
cine.’ results from treatment with this “tranquil- 
axant’ were good to excellent in 182 of 220 
patients with muscle spasm or tension states. From 
clinical examination of those patients in whom 
_-muscle spasm was the main disorder, “. . . it was 
apparent that the combined effect of tran- 
quilization and muscle relaxation enabled 
them to resume their normal duties in 
from twenty-four to forty-eight hours. 
... It is our clinical impression that 
Trancopal is the most effective oral 
skeletal muscle relaxant and mild 
tranquilizer currently available.” 
Side effects occurred in only 12 patients, and: 
“No patient required that the dosage be reduced 
to less than one Caplet three times daily because 
of intolerance.” 
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| Clinical results with Trancopal 


Excellent Good Fair Poor Total 
W BACK SYNDROMES 
Acute low back strain 25 19 8 6 58 
Chronic low back strain 11 5 1 1 18 
‘Porters’ syndrome’’* 21 5 1 1 28 
Pelvic fractures 2 1 3 
CK SYNDROMES | 
Whiplash injuries ae 6 2 1 21 
Torticollis, chronic 6 2 3 2 13: 
a 
ER MUSCLE SPASM | 
Spasm related to trauma 15 6 1 _ 22 
Rheumatoid arthritis _ 18 2 1 21 
Bursitis 2 6 1 ~ 9 
NSION STATES 18 2: 4 3 27 
TALS 112 70 23 15 220 
(51%) (32%) (10%) (7%) (100%) 
*Over-reaching in lifting heavy bags resulting in sprain of upper, middle, and lower back muscles. — 


Dosage: Adults, 200 or 100 mg. orally three or four times daily. 
Relief of symptoms occurs in from fifteen to thirty minutes and lasts from four to six hours. 


How Supplied: Trancopal Caplets® 
200 mg. (green colored, scored), bottles of 100. 
100 mg. (peach colored, scored ), bottles of 100. 


1. Kearney, R. D.: Current Therap. Res. 2:127, April, 1960. 


M Trancopal (brand of chlormezanone) and Caplets, trademarks reg. U.S. Pat. Off. (| uthovop LABORATORIES, New York 18, N. : oe 
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AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 


HOW MAY A PATIENT 
BE REASSURED 

THAT REMOVAL 

OF HIS GALLBLADDER 
WILL NOT SERIOUSLY 
IMPAIR HIS DIGESTIVE 
ABILITY? 


He may be told that, among animals 
of similar dietary habits and digestive 
processes, some have a gallbladder 
and some do not. Among the 
herbivores, the cow and sheep have 
one, the deer and horse do not; 
among the omnivores, the mouse 
has one but the rat does not. 


Source: Farris, J. M., and Smith, G. K.: 
M. Clin. North America 43:1133 (July) 1959. 


AMES 
COMPANY, INC 
Elkhart « Indiana 
Toronto Conade 


4 
54 
; vot 
ND | increased bile flow... 
WS 
j 
rig { \\N 
{ (dehydrocholic acid, AMES) 
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Liver: Structure Function, New 
Available: “DECHOLIN Tablets:: (del rocho 
Aci” AMES) 356. gr. (25 
-DECHOLIN® WITH BELLADONNA 
_(dehydrocholic acid with belladonna; AMES) 
(dehydrochelic acid, AMES) 334. gr 
and extract of belladonna bo gr. (FO 
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IN EDEMA | 


Because it acts by regulating a basic physiologic imbalance, : 
Aldactone possesses multiple therapeutic advantages in treating 
edema. 

Aldactone inactivates a crucial mechanism producing and 
maintaining edema — the effect of excessive activity of the 
potent salt-retaining hormone, aldosterone. This corrective ac- 
tion produces a satisfactory relief of edema even in conditions 
wholly or partially refractory to other drugs. 

Also, Aldactone acts in a different manner and at a different 
site in the renal tubules than other drugs. This difference in 
action permits a true synergism with mercurial and thiazide 


diuretics, supplementing and potentiating their beneficial 
effects. 


Further, Aldactone minimizes the electrolyte upheaval often 
caused by mercurial and thiazide compounds. 

The accompanying graph shows a dramatic but by no means 
unusual instance of the effect of Aldactone in refractory edema. 

The usual adult dosage of Aldactone, brand of spironolactone, 
is 400 mg. daily. Complete dosage information is contained in -. 
Searle New Product Brochure No. 52. _ 
SUPPLIED: Aldactone is supplied as compression-coated 
yellow tablets of 100 mg. 
6.0. SEARLE «co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


L. S., Congestive Heart Failure 
400 mg./24 hrs. 
120 severe acidosis ne 
250 mg./Q.0.D. 
KCI 3.gm./24 hrs. lysine HCl 30 gm./24 brs. N 
no. NH.CI_ 6 gm,/24 hrs. | prednisone 10 mg./'24 hrs. 
hydrochlorothiazide 100 mg./24 hrs. \* 
maintained on digitalis 
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KEEPS 
THE STOMACH 
FREE OF PAIN 


KEEPS 
THE MIND OFF fi 
THE STOMACH 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 
anxiety and tension with minimal side effects. 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethy! chloride. Bottle of 50. 


AVAILABLE Dosage: 1 tablet t.i.d. at mealtime and 
IN Two 2 at bedtime. 


Milpath-200 — Yellow, coated tablets of 
POTENCIES: 200 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. | 


®Miltown + anticholinergic 


® 
WALLACE LABORATORIES New Brunswick, N. J. WW) 
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“When he it fed 
«Tablet of Quinidine Sulfate” 


Quinidine Sulfate i is prodaced= 
from Cinchona Bark, is 
standardized, and therefore of) 
Swnvarying and quality, 


When. the writes “DR” 


for Pablets Quinidine Sulfate, he’ 
sassured chat this “quality” tablet 
is dispensed to: his patient. 


3 Gram (or 3 grains} 
Davies, Rose 


Davies, Rose & Company, 
Boston, (8, Mass. 
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CLASSIFIED ADVERTISEMENTS 


(Davies, Rosé) on his prescriptions. 


FOR SALE—G-U exam table, metal with stainless steel 
top, $45.00; Birtcher electrosurgical unit with stand, 
$150.00; cassette changer for 14 x 17 film holders for 
serial pictures kidneys, $75.00; Lloyd Lewis cystometer, 
new, $75.00; cassettes, six 14 x 17 with screens for the 
set, $50.00. Will accept best offer. Contact TEO, c/o 
SMJ. 


FOR SALE OR PURCHASE—Used medical and x-ray 
equipment. A. H. Smullian & Company, P. O. Box 6112 
Station H, Atlanta, Georgia. 


PRACTICE FOR SALE—Kentucky metropolitan area, 
very busy General Practice, well established. Excellent 
equipment including lab and x-ray. Fine personnel. 
Large modern building adjacent to pharmacy (lease 
guaranteed). Will accommodate 2-3 men. Solo now 
grossing $80,000. Will introduce. Purchase arrangement 
on liberal time basis. Leaving to specialize. Contact 
AGS, c/o SMJ. 


WANTED—Position in career civil service for begin- 
ning or experienced Physical Therapist in Physical 
Medicine & Rehabilitation Service of 950-bed hospital- 
domiciliary center. Starting salary $4,980 per annum. 
$150 annual increments, excellent leave, retirement 
insurance benefits. Write or call Personnel Officer, 
Veterans Administration Center, Dublin, Georgia. 


NEEDED—Physician, Internist or General Practitioner 
not over 65. Work not heavy, only hospital patients to 
be seen. Good salary for dependable man. If interested, 
call WOrth 1-1151 or write: Hill Crest Sanitarium, Box 
2896 Woodlawn, Birmingham 6, Alabama. 


WANTED—Two Internists. Board certification or 
eligibility desirable but not essential. U. S. citizenship 
and licensure required. Some quarters available; physi- 
cal plant one of finest in Nation. Contact: Manager, 
VA Center, Dublin, Georgia. 


FOR SALE—Keleket radiographic-fluoroscopic x-ray 
machine with tube stand and accessories. Capacity # 
MA at 90 kilovolts shockproof. Used very little ia 
obstetrical practice. Very low price. Call Atlanta 
TR 4-0477 or contact HC, c/o SMJ. 


WANTED—Pathologist to direct Department of Path 
ology. 180-bed hospital; fully accredited; intern train 
ing; opportunity for advancement; modern depatt- 
ment; excellent income; contract open. Apply: Robert 
M. Murphy, Administrator, Floyd Hospital, Rome, 
Georgia. 


WANTED—On or before September 1, 1960, Boar 
certified or eligible radiologist for one year old, 118-bed 
hospital. Minimum earnings of $25,000 with part-time 
service to another hospital. Contact B. L. King a 
Lincoln 2-2131,. Elizabethton, Tennessee. 
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PROFESSIONAL MEN 


BEECHCRAFT 
DEBONAIR 


Choice of Models and Colors in Stock for Delivery 


ag For Descriptive Brochure Write or Call 

=. HAL SPRAGINS, Ill, Atlanta WILLIAM C. SHILLINGLAW, Charlotte 
““ISouthern Airways Company 
ATLANTA AIRPORT 


ATLANTA, GEORGIA TEL. POpliar 7-3766 
Charlotte, N. C., Tel. FRanklin 6-7150 Birmingham, Ala., Tel. FAirfax 2-0502 
Tampa, Fla., Tel. 2-3363 Orlando, Fla., Tel. CHerry 1-1585 
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For demonstrably greater relief in asthma’ 


(CLEARS the bronchial tree of thick mucus and DILAVES the bronchioles 


Bronkotabs is more effective because it is more 
comprehensive in treatment. First, Bronkotabs 
dilates bronchioles, combats local edema and 
provides mild sedation. 


In addition, Bronkotabs decongests, using a most 
effective expectorant (glyceryl guaiacolate)? to 
liquefy and help expel the thick, tenacious mucus 
which is the cause of much of the respiratory 
distress in chronic asthma.? Since asthma is a 
chronic allergic disease of the bronchial tree,3 
Bronkotabs also supplies a highly efficient anti- 
histamine (thenyldiamine) for prophylactic main- 
tenance.* Marked and consistent relief of 
symptoms with minimum side effects can be 
expected with a dose of one tablet every 
three or four hours, not to exceed five 
times daily. 


In a recent study! of 40 patients with 
asthma, 33 patients (82.5%) reported 


BRONKOIABE 
ELIXIR 


Bronkotabs brought fair to good relief from 
asthmatic symptoms. Asthma relief was expressed 
by ease of expectoration of secretions, reduction of 
bronchospasm, and increased vital capacity. “The 
combination of drugs used in... (BRONKOTABS] 
... gave greater relief in these patients than the 
conventionally used tablet [ephedrine, theophyl- 
line, phenobarbital]. .” 


BRONKOTABS DOES MORE FOR THE ASTHMATIC BECAUSE 
IT IS MORE COMPREHENSIVE IN ACTION. Each tablet con- 
tains: Theophylline 100 mg.; Ephedrine Sulfate 24 mg.; 
Phenobarbital 8 mg.; Thenyldiamine HCI 10 mg. and 
Glyceryl Guaiacolate 100 mg. 

Supplied: bottles of 100 white scored tablets. 
References: 1. Spielman, A. D.: In press. 2. Schwartz, 
E., et al.: Am. Pract. & Digest Treat. 7:585, 1956. 3. 
Ogden, H. D., and Fuchs, M.: J. Louisiana M. Soc. 


111:175, 1959. 4. Drill, W. A.: Pharmacology in Medi- 
cine, New York, McGraw-Hill Co., 1954, p. 41. 


A. EON COMPANY 


AUGUST 19695 
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a breathing spell from asthma 


aSsociated- with respiration, the d 


ependable and expectorant 
2 action of Quadrinal rapidly clears the bronchial tree. Pavents breathe more easily pisades of 
bronchospasm often liminated, Quadrinal is well f0lerated, ever on pro The 
potassium if Quadrinal provides me Expectorant oF time-tested effectiveness and Safety, 
pulmonary fibrosis, pulmonary emphysema. 
Salicylate) and stassium ic indide (6.3 Gm 
now desace form witt tor age groups 
SUAQRINAL SUSPENSION teasooonful — 1/2 Quadrinal Tablet) 
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Dr. W. P. Rhyne, Albany, is President of the Georgia 
Society of Ophthalmology and Otolaryngology. 

Dr. Jack M. Waldrep, Rome, has been awarded his 
diploma as a specialist in the field of urology by the 
American Board of Urology. 

Dr. Maxwell F. Hall, Jr., Marietta, is a new faculty 
member of Emory University. 

Dr. Rafe Banks, Jr., Gainesville, has been awarded 
a citizenship award by radio station WDUN in Gaines- 
ville. 

Dr. Preston D. Ellington, Augusta, has been re- 
elected President of the Augusta Area Tuberculosis 
Association. 

Dr. Robert L. Brown, Atlanta, is President-Elect of 
the American Radium Society. 

New members of the Medical Association of Georgia 
are Dr. William F. Castellow, Americus; Dr. Gerard 
B. Creagh, Athens; Dr. Sydney R. Gibbs, Roberta; Dr. 
Margaret W. Johnson, Moultrie; Dr. Robert Y. Lam- 
bert, Atlanta; Dr. William J. Morton, Cairo; Dr. 
Vivion F. Shull, Summerville; Dr. Carl E. Sills, Plains; 
and Drs. James A. Kemp, Preston L. Wilds, James 
G. Womble, and Louie F. Woodward, all of Augusta. 


KENTUCKY 


Dr. J. Duffy Hancock, Louisville, Councilor from 
Kentucky to Southern Medical Association, is the new 
President of the Kentucky Surgical Society. Other of- 


AUGUST 1960 


ficers include Dr. John W. Dickinson, Glasgow, Vice. 
President; and Dr. C. Melvin Bernhardt, Louisville, 
Secretary-Treasurer. 

New Fellows of the American Academy of Pedj- 
atrics are Drs. Billy M. Adams, J. W. Fowler, and 
Robert R. Kidd, all of Louisville; and Dr. Noble T, 
Macfarlane, Jr., Lexington. 

Governor Bert Combs has appointed Dr. Hershel] 
B. Murray, West Liberty, to the University of Ken. 
tucky Board of Trustees. 

Dr. L. C. Brown, Lexington, has been approved by 
the Boards of Health of Henderson, Union and 
Webster Counties as Director of their County Health 
Departments. 

Dr. David M. Cox, Louisville, has been appointed 
a member of the National Foundation’s Health 
Scholarship Committee for Kentucky. 

Dr. Russell L. Hall, Prestonburg, has been appointed 
Health Officer of Floyd and Martin Counties. 

Dr. Gradie R. Rowntree, Louisville, is President. 
Elect of the Industrial Medical Association. 

Dr. William R. Willard, Lexington, has been elected 
to the Council on Medical Education and Hospitals 
of the American Medical Association. 

New members of the Kentucky State Medical Asso 
ciation are Dr. Norman Fisher, Midway, and Drs. J. 
Alex Haller, Jr., Henry C. Jackson, and S. R. Scheen, 
Jr., all of Louisville. 
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NEO-VADRIN 
ANTISEPTIC NASAL DECONGESTANT 


Head 
Colds 


© Hay Fever 
Sinusitis 
© Rhinitis 


Allergy 


The distinctive NEO-VADRIN formula is as 


follows: 
dl-Norephedrine HCl 04% 
Phenylephrine HCl . 0.15% 
Chlorobutanol . . 0.15% 
Benzalkonium Chloride 0.005% 


In 1 fluid ounce dropper bottles with special 
nasal applicator and % ounce plastic spray bottles. 


FIRST TEXAS Pharmaceuticals, Inc. 


Pharmaceuticals Since 1901 


DALLAS ATLANTA 


WK FOR FREE PROOF 


DEWBERRY ENGRAVING (0 


3201-4th AVE.SO., BIRMINGHAM, AL! 
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effective 


Naturetin — reliable therapy in edema and 

hypertension — maintains a favorable uri- 

nary sodium-potassium excretion ratio .. . 

retains a balanced electrolytic pattern: 

**,,. the increase in urinary output occurs 
promptly ...’’? 

*¢,.. the least likely to invoke a negative 
potassium balance ...’’? 

*¢...a dose of 5 mg. of Naturetin produces a 
maximal sodium loss.’’? 

*¢...an effective diuretic agent as manifested 
by the loss in weight ...’’® 

‘¢...no apparent influence of clinical 
importance on the serum electrolytes 
or white blood count.’’* 

*¢...no untoward reactions were attributed 
to the drug.’’* 

Although Naturetin causes the least serum 

potassium depletion as compared with other 

diuretics, supplementary potassium chloride in 

Naturetin ¢ K provides added protection when 

treating hypokalemia-prone patients; in con- 

ditions where likelihood of electrolyte imbal- 

ance is increased or during extended periods 

of therapy. 


References: 1. David, N. A.; Porter, G. A., and Gray, R. 
2. Stenberg, E. S., Jr.; Benedetti 


12. Weiss, S.; Weiss, J., and Weiss, B.: 
Greenblatt, I. J. 


H.: 
. A., and Forsham, P. H.: Op. 
J. and Newman, B.E.: Op. cit. $:55 (Feb.) 1960. 4. 
Feb.) 1960. 5. Ira, G. H., Jr.; Shaw, D. M., and Bogdonoff, M. 
6. Cohen, B. M.: M. Times, to be lished. 7. Br G. M., 
7:281 (Dec.) 1959. 8. Forsham, P. H.: Squibb Clin. Res. Notes 2:5 (Dec.) 1959. 9. Larson, E.: Op. cit. 2:10 
@ec.) 1959. 10. Kirkendall, W. M.: Op. cit. 2:11 (Dec.) 1959. 11. Yu, P. N.: Op. cit. 2:12 (Dec.) 1959. 
Op. cit. 2:13 (Dec.) 1959. 13. Moser, M.: Op. cit. 2:13 (Dec.) 1959. 

-: Op. cit, 2:15 (Dec.) 1959. 15. A. 


Monographs on Therapy 5: 
cit. (Feb.) 1960. 3. M.; Moyer, 
and Schamroth, 


pot nh J. W.: Henry Ford Hosp. M. Bull. 


Numerous clinical studies confirm the effec- 
tiveness'** of Naturetin as a diuretic and 
antihypertensive — usually in dosages of 5 
mg. per day. 
@ the most potent diuretic, mg. for mg.—more 
than 100 times as potent as chlorothiazide 
@ prolonged action —in excess of 18 hours @ 
maintains its efficacy as a diuretic and anti- 
hypertensive even after prolonged or increased 
dosage use 8 convenient once-a-day dosage — 
more economical for patients & low toxicity — 
few side effects—low sodium diets not necessary 
@ not contraindicated except in complete renal 
shutdown & in hypertension—significant lower- 
ing of the blood pressure. Naturetin may be 
used alone or with other antihypertensive drugs 
in lowered doses. 
Supplied: Naturetin Tablets, 5 mg. (scored) 
and 2.5 mg. Naturetin ¢ K (5 ¢ 500) Tablets 
(capsule-shaped) containing 5 mg. benzydro- 
flumethiazide and 500 mg. potassium chloride. 
Naturetin € K (2.5 ¢ 500) Tablets (capsule- 
shaped) containing 2.5 mg. benzydroflumethia- 
zide and 500 mg. potassium 
chloride. SQUIBB 
60 (Feb.) 1960. _— 


: Op. cit. 5:14 
M. J. 19 (Jan.) 1960. 


on Therapy Squibb Quality—tne 
‘MATURETIN’ IS A SQUIBB TRADEMARK, Priceless Ingredient 
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Dr. Maurice Kamp, Director of the Louisville-Jeffer- 
son County Health Department, is President of the 
Kentucky Association of Public Health Physicians and 
Dr. M. A. Sheperd, Somerset, Health Officer of Laurel, 
McCreary and Pulaski Counties is President-Elect. 

The American Board of Obstetrics and Gynecology 
has recently certified Drs. Douglas L. Gillim and 
Peggy Jean Howard, both of Louisville. 

Dr. Jesshill Love, Louisville, is President of the 
American Radium Society. 


LOUISIANA 


The Louisiana Chapters of the American Academy 
of Pediatrics and the American Academy of General 
Practice announce a seminar on “Advances in Pedi- 
atric Therapy” on September 23, 1960, at the Roose- 
velt Hotel in New Orleans. There is no fee for regis- 
tration. The American Academy of General Practice 
will give five hours credit as Category I. For further 
information contact Dr. G. J. Fruthaler, 3503 Pry- 
tania Street, New Orleans. 

Dr. Charles E. Dunlap, Professor and Chairman of 
the Department of Pathology at Tulane School of 
Medicine, has been elected a member of the Council 
of the American Society for Experimental Pathology. 

Dr. Isidore Cohn, Jr., Professor of Surgery at Louisi- 
ana State University School of Medicine, was elected 
to Associate Membership in the International Society 
of Surgery and to Fellowship in the American Surgical 
Association. 

Dr. Marion J. LeDoux, New Orleans, has been ap- 
pointed Medical Director of Pan American Insurance 
Company. 

Dr. Carl Granberry is Vice-President and Dr. Shelly 
Gaines is a Councilor of the Louisiana-Mississippi 
Ophthalmology and Otolaryngology Society. Both phy- 
sicians are from New Orleans. 

Dr. Harold Cummins, Assistant Dean at Tulane 
University School of Medicine, is President of the 
American Association of Anatomists. 

Three Louisiana physicians have recently been cer- 
tified by the American Board of Obstetrics and Gyne- 
cology. They are: Dr. John B. Caire, Lake Charles; 
Dr. Wilfrid G. Dolan, Lafayette; and Dr. Charles 
Farris, Jr., New Orleans. 

Dr. Francis E. LeJeune, New Orleans, is Treasurer 
of the American Laryngological Association. 


MARYLAND 


Dr. Harry M. Robinson, Jr., Baltimore, Southern 
Medical Association Councilor from Maryland, spoke 
recently on the treatment of granuloma fungoides with 
ordinary sunlight at a meeting of the Atlantic 
Dermatologic Conference. 

Dr. Barton Childs, Baltimore, is Vice-President of 
the Society for Pediatric Research. 

Dr. Gina Phillips Glick, Cumberland, is an active 
member of the American Society of Anesthesiology. 

Dr. W. Oliver McLane, Jr., Frostburg, has been 
elected a Vice-President of the Medical and Chirurgi- 
cal Faculty of Maryland, and Dr. W. Royce Hodges, 
Cumberland, has been elected a Councilor to rep- 
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NICOZOL 


ORIGINAL FORMULA 
The ideal cerebral tonic for the aged 


NICOZOL therapy affords prompt relief of apathy. 
Patients generally look better, feel better; become 
more cooperative, cheerful and easier to manage. 
No dangerous side effects. 


Contains: 100 mg. pentylenetetrazol, 50 mg. niacin per 
capsule or tablet or 14 teaspoonful elixir. 

For relief of agitation and hostility: NICOZOL with RESER- 
PINE Tablets. 100 mg. pentylenetetrazol, 50 mg. niacin, 
0.25 mg. reserpine. 


Write for professional sample and literature. om 


WINSTON-SALEM 1, NORTH CAROLINA 


“Dedicated To Serving The Southern Physician’ 


; 
= 
i 
ERR 
2 
‘ 
| 
H ‘ 
Page 
‘ 


SOUTHERN MEDICAL JOURNAL 


in severe mental and emotional stress, 


Thorazine’, one of the fundamental drugs 


brand of chlorpromazine 


in medicine, provides prompt control of 
symptoms—especially agitation and 
hostility. SMITH 
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resent Western Maryland on the Council for three 
years. 

Dr. E. Irving Baumgartner, Oakland, who serves as a 
vestryman, was recently elected a senior warden of 
the Saint Matthew’s Episcopal Church. Dr. R. Rhett 
Rathbone is serving on the vestry of the Emmanuel 
Episcopal Church in Cumberland. 

Officers of the Maryland Society of Anesthesiologists 
are Dr. Donald W. Benson, President; Dr. Martin 
Helrich, President-Elect; Dr. Paul R. Hackett, Treas- 
urer; and Dr. Otto C. Phillips, Secretary, all of Balti- 
more. 

Secretary-Treasurer of the American Psychosomatic 
Society is Dr. Eugene Meyer III, Baltimore. 

Dr. Marvin L. Adland, Rockville, is President of 
the Washington Psychiatric Society. 

Captain Malcolm W. Arnold, MC, USN, will assume 
command of the Naval Medical School, National Naval 
Medical Center, Bethesda. 

Dr. Florence I. Mahoney, Baltimore, was the re- 
cipient of the Governor’s Award for Employment of 
the Physically Handicapped. 

Three Maryland physicians have recently been cer- 
tified by the American Board of Obstetrics and Gyne- 
cology: Dr. James M. Frawley, Chevy Chase; Dr. James 
P. Gallaher, Salisbury; and Dr. Edmund B. Middleton, 
Baltimore. 
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Dr. George Mock, Cumberland, is a new member 
of the Allegany-Garrett County Medical Society and 
Dr. Lawrence S. Kubie, Baltimore, is an active mem- 
ber of the Baltimore County Medical Association. 


MISSISSIPPI 


The Mississippi State Medical Association has an. 
nounced its new officers: Dr. G. Swink Hicks, 
Natchez, President; Dr. Lawrence W. Long, Jackson, 
President-Elect; Dr. Frank M. Davis, Corinth, Dr. Jack 
V. King, Jackson, and Dr. Charles R. Jenkins, Laurel, 
all Vice-Presidents; and Dr. William E. Lotterhos, 
Jackson, Secretary-Treasurer. 

Drs. John R. Bise III and Chester H. Lake, both 
of Jackson, were recently certified by the American 
Board of Obstetrics and Gynecology. 

New members of the Mississippi State Medical As 
sociation include Dr. Victor H. Applewhite, Soso; Dr. 
Marian W. Godby, Aberdeen; Dr. Edward L. Groover, 
Holly Springs; Dr. Ben B. Johnson, Jackson; Dr. 
Arthur W. Lindsey, Jr., Greenville; Dr. Charles M. 
Moore, Philadelphia; and Dr. Julian R. Youmans, 


Jackson. 
MISSOURI 


Dr. R. O. Muether, St. Louis, is President of the 
Missouri State Medical Association, and Dr. J. H. 
Summers, Lebanon, is President-Elect. 


Continued on page 70 


| Everything under control. _.including the temperature wi 
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Tyleno 


first liquid pediatric antipyreticlanal 


“...asafe and effective agent [ace 
in the control of fever at any age in con 
other agents which are of known toxicity’ 


Tylenol? acetaminophen 


brings fever and pain under control qu 
safely . . . well liked by children. 


1. Mintz, A. A: Management of the Febri 
J. Ky. Acad. Gen. Pract. 5:26 (Jal 


Tylenol Elixir—120 mg. per 5 cc. 
Tylenol Drops—60 mg. per 0.6 cc. 


[McNEIL| 


McNEIL LABORATORIES, INC. 
Philadelphia 32, Pa. 
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a RATIONAL THERAPY 
nem IN A WIDE RANGE OF 
COMMON SKIN DISORDERS 
Licks, 
aurel, 
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(NITROFURAZONE 0.2% AND HYDROCORTISONE 1%, EATON) 


CREAM 


»* INFECTED AND POTENTIALLY INFECTED DERMATOSES / PYODERMAS / ULCERS 
BURNS / AFTER PLASTIC, ANORECTAL AND MINOR SURGERY 


FURACIN-HC Cream combines the anti-inflammatory and antipruritic effect of hydrocorti- 
in cont sone with the dependable antibacterial action of FURACIN®, brand of nitrofurazone—the 
toxicity’ most widely prescribed single topical antibacterial. The broad bactericidal range of 
FURACIN includes stubborn staphylococcal strains, and there has been no development 

of significant bacterial resistance after more than a dozen years of widespread clinical 
ntrol use. FURACIN is gentle to tissues, does not retard healing; its low sensitization rate is 
* further minimized by the presence of hydrocortisone. 


tof thefuj _- FURACIN-HC Cream is available in tubes of 5 Gm. and 20 Gm. Fine vanishing cream base, 
water-soluble. 


NITROFURANS—a unique class of antimicrobials / EATON LABORATORIES, NORWICH, NEW YORK 
Products of Eaton Research 
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BUFFERED TO MAINTAIN A NORMAL, LOW pH...LOW SURFACE TENSION 
FOR THOROUGH CLEANSING OF THE VAGINAL MUCOSA... 


Buffers in Massengill Powder solution (pH 3.5 - 4.5) inhibit the neutralizing effect of an 
alkaline mucosa, maintaining a healthy, low pH for 4 to 6 hours in ambulant patients and up 
to 24 hours in recumbent patients. This low pH represses the propagation of candida, tricho- 
monas vaginalis, and pathogenic bacteria but permits growth of the beneficial Déderlein bacillus. 
In contrast, an ordinary, unbuffered douche like vinegar is neutralized within 30 minutes 
after application. @ Low surface tension of Massengill Powder solution (50 dynes/em.) enables 
it to penetrate and cleanse all the folds of the vaginal mucosa more effectively than vinegar 
(surface tension of 72 dynes/cm.). It also makes cell walls of infecting organisms more sus- 


AASSENGILE 
POWDER 


the buffered acid vaginal douche with low surface tension 


THE s. E. MlasseENGILL COMPANY Bristol,Tennessee + New York + Kansas City + San Francisco 


ceptible to therapy. 


ASSENGILEIZ 
POWDER 


the buffered acid vaginal douche with low surface tension 


Massengill Powder soothes inflamed tissues, deodorizes, 
and tends to diminish excessive vaginal secretions. 
Patients like its clean, refreshing odor. ; 
Massengill Powder is indicated for routine feminine 
hygiene to guard against infection, and as an adjunct 
in the management of candida, trichomonas, staphylo- 
coccus, and streptococcus vaginal infections. 
Contains: Ammonium Alum, Boric Acid, Phenol, 
Menthol, Berberine, Thymol, Eucalyptol, and Methyl 
Salicylate. Write for samples and detailed literature. 


THE s. E. Massencitt COMPANY 
Bristol, Tennessee + New York + Kansas City + San Francisco 
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Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN—rapidly bactericidal against most intestinal pathogens, but relatively ineffec- 
tive against certain diarrhea-causing organisms. 


SULFASUXIDINEg@ (succinylsulfathiazole)—an ideal adjunct to neqmycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 


KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help reduce 
intestinal hypermotility, help provide rapid symptomatic relief. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


Ge} MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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OF MERCK & CO., INC, 
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CONTEMPORARY DESIGN; ECONOMY 
AND COMPLETE VERSATILITY, MAKE 
THESE THE FINEST MATTERN X-RAY 
UNITS EVER OFFERED. 


SOMPACT—less space required . . . SIMPLIFIED—but 
lowing technical flexibility . . CONTEMPORARY-—will 

lompliment its surroundings . . VERSATILE—diagnostic 
ladiography—fluoroscopy. 


COMPLETE. . . 18” focal spot table 

top distance...recipromatic © 

bucky . . . hand tilt table . 
12” x 16” fluoroscopic screen’. 
motor driven table . . . spot device - 


... 12” x 12” fluoroscopic screen.’ 


. . . 100 MA Control, floor, 
‘desk or wall mount 

... 300 MA Full Wave Con- 
trol Console, 1/30 second 
electronic timer... both 
with integrating fluoro- 


D™ 


eevee 
LIFORNIA EASTERN AVIATION, INC 
CHICAGO 31, ILLINO! 


of the Harvey Cushing Society. 


Continued from page 66 q 
Dr. Leonard T. Furlow, St. Louis, is President-Eigm 


Dr. William B. Kountz, St. Louis, is the recipient gaa 
the Willard O. Thompson Memorial Award of iim 
American Geriatrics Society. — 

Officers of the Kansas City Society of Anesthamm 
ologists include Dr. Russell D. Sheldon, President; Bi 
Evan L. Frederickson, President-Elect; and Dr. Robert 
V. Kirk, Secretary, all of Kansas City. , 

Dr. Phillip H. Halperin, Kansas City, is Preside 
of the Kansas City Surgical Society. 

New officers of the Kansas City Heart Associatign 
include Dr. Michael Bernreiter, President; Dr. 3m 
Donald McFarland, President-Elect; and Dr. Martina 
Mueller, a Vice-President, all of Kansas City. bs 


The Honorary Degree of Doctor of Laws has beg 
conferred upon Dr. Glenn W. Hendren, Liberty, 
William Jewell College. The Degree of Doctor 
Science was conferred upon Dr. Charles C. Dente 
Kansas City, by Baker University. 

New appointments at the University of Missoum 
Medical Center include Dr. Dan G. Stine, Profesm 
Emeritus, Department of Medicine; Dr. Herbert 
Rosenbaum, Lecturer in Neurology; Dr. Jack L. Fie 
Instructor in Pediatrics and First Year Resident; ai 
Dr. Jay H. Armstrong, Assistant Instructor an 
Radiology and First Year Resident. ; 

Dr. James H. O’Neil, Kansas City, and Dr, Pet 
V. Siegel, Smithton, have been elected to the Bim 
Cross Board of Trustees. 

Drs. Hubert M. Parker and Charles H. Whig 
Kansas City, and Dr. Ernest E. Wadlow, St. Joseph 
have been elected to the Blue Shield Board @ 
Directors. 

New officers of the Jackson County Medical Society 
include Dr. William M. Kitchen, President-Elect; Bq 
Walter J, Stelmach, Secretary; and Dr. Don A. Blagg 
Treasurer, all of Kansas City. 

Dr. Bela K. Kent has been elected President of thé 
medical staff of the Menorah Medical Center @ 
Kansas City. Other officers are Dr. Phillip H. Hak 
perin, President-Elect; Dr. Gustave Eisemann, Secte- 
tary; and Dr. Milton Ozar, Treasurer. 

President of the Mid-Central State Orthopedic So 
ciety is Dr. D. L. Yancey, Springfield. 

The following physicians have become members of 7 
county medical societies in Missouri: Jackson County, 

Drs. Robert R. Burns, Albert M. Crocker, Walter F. 


Haith, and Thomas M. Holder, all of Kansas City; ¢ 
and Drs. Joseph C. Gottsch and Orville C. Walker, 
Jr., both of Independence; St. Louis, Drs. Theodore ] 


J. Dubuque, Jr., and Robert S. Mendelsohn, both of 
St. Louis; Buchanan, Dr. Manson B. Pettit, St. Joseph. 


NORTH CAROLINA 


Dr. Eben Alexander, Jr., Winston-Salem, has been I 
elected Treasurer of the Harvey Cushing Society. 

Dean C. C. Carpenter of Bowman Gray School of 
Medicine has announced new faculty appointments q 
and promotions. Appointments include: Dr. Charlie 


Continued on page 72 
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LAND-AIR, INC —SUBSIDIARY OF CA ae \ f 
7444 WEST WILSON AVEN! 
see THe veLLow Paces FOR YOUR MATTERN DEALER: 


—your choice of 3 formulations 


Prompt, more dependable control of virtually all 
diarrheas can be achieved with an appropriate 
DonnaceL formula, through adsorbent, demul- 
cent, antispasmodic and sedative effects—plus 
paregoric or antibiotic supplementation, as re- 
quired. Early re-establishment of normal bowel 
function is assured —for all ages, in all seasons. 


DONNAGEL: In each 30 ce. (1 fi. oz.): 


Kaolin (90 gr.).................... 6.0 Gm. 

Hyoscyamine sulfate ........ 0.1037 mg. 

Atropine sulfate ................ 0.0194 mg. 

Hyoscine hydrobromide ....0.0065 mg. 

Phenobarbital (14 gr.)........ 16.2 mg. 
DONNAGEL—PG 


Basic formula, plus 
Powdered opium, U.S.P..... 24.0 mg. 
(Equivalent to paregoric, 6 ml.) 


DONNAGEL WITH NEOMYCIN 
Basic formula, plus 
Neomycin sulfate .............. 300 mg. 
(Equal to neomycin base, 210 mg.) 


A. H. ROBINS CO., INC., Richmond 20, Virginia * Ethical pharmaceuticals of Merit since 1878 
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M. Drummond, Instructor in Anesthesiology; Dr. 
Joseph E. Whitley, Instructor in Radiology; Dr. 
Margaret C. Conrad, Research Assistant in Physiology; 
and Dr. Chong Moo Lee, Fellow in Pathology. Pro- 
motions are as follows: Dr. William H. Boyce to 
Professor of Urology; Dr. Richard L. Burt to Professor 
of Obstetrics and Gynecology; Dr. R. Winston Roberts 
to Professor of Ophthalmology; Dr. John R. Ausband 
to Associate Professor of Otolaryngology; Dr. Thomas 
B. Clarkson, Jr., to Associate Professor of Experimental 
Medicine; Dr. Charles M. Norfleet, Jr., to Associate 
Professor of Urology; Dr. Richard C. Proctor to Asso- 
ciate Professor of Psychiatry; Dr. Robert J. Strobos to 
Associate Professor of Neurology; Dr. Henry L. Valk 
to Associate Professor of Internal Medicine; Dr. 
Frank H. Hulcher to Assistant Professor of Biochem- 
istry; Dr. Samuel H. Love to Assistant Professor of 
Microbiology and Immunology; Dr. Richard G. Weaver 
tq..Assistant Professor of Ophthalmology; Dr. Charles 
k. Whitgher to Assistant Professor of Clinical Internal 


Medicine; Dr. I. Gordon Early to Instructor in Clini- 


Internal Medicine; and Dr. Paul L. Garrison to In- 


_ structor in Clinical Internal Medicine. 


New members of the Medical Society of the State 
of North Carolina include Dr. William A. Whitson, 
Mars Hill; Dr. Oscar L. Redwine, Kenansville; Dr. 
Ralph W. Bland, Goldsboro; Dr. Carroll C. Shoe- 
maker, Burlington; Dr. James D. Vaughn, Waynesville; 
Dr. William E. Bellamy, Jr., Raleigh; Dr. Robert A. 
Moore, Jr., Winston-Salem; Dr. Robert A. Melton, 


AUGUST 


Wilmington; Dr. C. A. Kimel, Winston-Salem; Deg 
Neel H. Bronnenberg, Hickory; Dr. William B. Haig 
Fayetteville; Dr. Robert G. Cushman, Hickory; Dg 
Henry P. Singletary, Wilmington; Dr. Alpheus Mg 
Covington, Rockingham; Dr. George D. Lumb, Wik 
mington; Dr. Edwin L. Pierce, Raleigh; Drs. Milton 
Miller, Morris A. Lipton, Thomas C. Gibson, A. Stag 
Wolkoff, and Faith N. Ogden, all of Chapel Hill; Dig 
Jacqueline C. H. Harris, Herbert A. Saltzman, ang 
Chauncey G. Bly, Durham; Drs. William B. Herring 
and Claude N. Ballenger, Albemarle; Drs. Kenneth Hf 
Epple and Robert A. Gregg, Greensboro; Dr. T. Chak 
mers Vinson, Laurel Hill; Dr. Xaver F. Hertle, Butner; 
Dr. Paul L. Ogburn, Statesville; Dr. Arthur K. Hug 
band, Fairmont, West Virginia; Dr. Tolbert L. Stallings, 
Raleigh; Dr. Thomas G. Durham, Kings Mountain; Dr, 
Andrew C. Miller III, Gastonia; Drs. John A. Kirk 
land and Franklin J. Youngs, Wilson; Dr. Allen 
Spencer, Richmond, Virginia; Dr. James R. Hughes, 
Snow Hill; Dr. Luther S. Nelson, Ayden; and Dr. Gene 
F. Koonce, Jacksonville. 


The Bowman Gray School of Medicine has several 
news items. Dr. Harold D. Green has been named 
Gordon Gray Professor of Physiology and Dr. Norman 
M. Sulkin the William Neal Reynolds Professor of 
Anatomy. Dr. Eben Alexander, Professor of Neurosur 
gery, has been selected as a member of the Board 
of Scientific Counselors of the National Institute of 
Neurological Diseases and Blindness. Dr. Thomas B 


Clarkson, Assistant Professor of Experimental Medé ie 
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lescence, drug and alcohol habituation. 


single or en suite. 


Ws. Ray GriFFIN, JR., M.D. 
Rosert A. Grirrin, M.D. 


Appalar hian Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 


Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 


For rates and further information write APPALACHIAN HALL, AsHeEviLLe, N. C. 


EsTABLISHED 1916 


Mark A. GrirFin, M.D. 
Mark A. GrirFin, JR., M.D. 
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The physician listens to a tense, nervous 
patient discuss her emotional problems. To 
help her, he prescribes Meprospan (400 mg.), 
the only continuous-release form of mepro- 
bamate. 


A} 


ON. 


She stays calm while on Meprospan, even 
under the pressure of busy, crowded super- 
market shopping. And she is not likely to 
experience any autonomic side reactions, 
sleepiness or other discomfort. 


Relaxed, alert, attentive... she is able to 


or her physical efficiency. 


listen carefully to P.T.A. proposals. For 
Meprospan does not affect either her mental 


The patient takes one Meprospan-400 capsule 
at breakfast. She has been suffering from 
recurring states of anxiety which have no 
organic etiology. 


é 


She takes another capsule of Meprospan-400 
with her evening meal. She has enjoyed sus- 
tained tranquilization all day—and has had no 
between-dose letdowns. Now she can enjoy sus- 
tained tranquilization all through the night. 


‘4 
4 


Peacefully asleep . . . she “ests, undisturbed by 
nervousness or tension. (Meprospan litera- 
ture is available from Wallace Laboratories, 

Cranbury, N. J.) 
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Bonus 


SHOULD AN EXTRA $5 A WEEK? 

it, of course. But, if he 

a 00 U.S. Savings Bond 

each month for 40 months with his 

$5 a week raise, he is going to have 
Bonds worth $1,000. 


Wishing won’t turn a $5 a week raise 
into a $1,000 bonus, but it’s easy to 
do. If you take that $5 raise and put 
it into U. S. Savings Bonds you can 
buy a $25.00 Bond a month (cost 
$18.75) and have money left over. 
If you keep buying one of these 
Bonds a month for 40 months you’ll 
have your big bonus—Bonds worth 
$1,000 at maturity. 


Why U.S. Savings Bonds are 
such a good way to save 


« You can save automatically with 
the Payroll Savings Plan. - You now 
earn 334% interest to maturity. - 
You invest without risk under U. S. 
Government guarantee. - Your 
money can’t be lost or stolen. - You 
can get your money, with interest, 
anytime you want it. - You save 
more than money; you help your 
Government pay for peace. - Youcan 
buy Bonds where you work or bank. 


Every Savings Bond you own —old 
or new—earns 44% more than ever 
before when held to maturity. 


You save more than money with U. S. Savings Bonds 


The U. S. Government does not pay for this advertising. The Treasury Department 
thanks The Advertising Council and this magazine for their patriotic donation. 
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from the film: SURGICAL REPAIR OF FACIAL LACERATIONS FOR OPTIMUM COSMETIC Segoe C. P. Vallis, M.D., Tufts Medical School and Lynn 
Hospital, Lynn, Mass. 16 mm., color, sound, 20 min. (Obtainable from Paul F. MacLeod, M.D., Medical Director, Eaton Laboratories, Norwich, New York.) 


Lacerations: fight snfeetion: facilitate healing 


Prevention of infection is important in minimizing disfigurement from 
traumatic lesions. Applied after wound closure, gauze, impregnated with 
Furacin Soluble Dressing is an ideal adjunct to fine surgical technic. 


In clinical use for more than 13 years and today the most widely prescribed 
single topical antibacterial, Furacin retains undiminished potency against 
pathogens such as staphylococci that no longer respond adequately to other 
antimicrobials. Furacin is gentle, nontoxic to regenerating tissue, speeds 
healing through efficient prophylaxis or prompt control of infection. Unique 
water-soluble bases provide thorough penetration, lasting activity in wound 
exudates, without “sealing” the lesion or macerating surrounding tissue. 


the broad-spectrum nd 
bactericide exclusively 
for topical use 


brand of nitrofurazone 
in dosage forms for every topical need 


Soluble Dressing / Soluble Powder 
Solution /Cream / HC Cream 

(with hydrocortisone) / Vaginal 
Suppositories / Inserts / FURESTROL® 
Suppositories (with diethylstilbestrol) 
Special Formulations for Eye, Ear, Nose 


NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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Continued from page 72 

cine, has been elected Chairman of a new standing 
committee of the Association of American Medical 
Colleges. It is known as the Committee on Animal 
Care. Dr. Richard Proctor, Assistant Professor of Psy- 
chiatry, is the Vice-President of the Southeastern Psy- 
chiatric Society. 

The American Board of Obstetrics and Gynecology 
has certified Dr. Robert K. Arthur, Jr., High Point. 

Dr. R. B. Davis, Greensboro, is Secretary-Treasurer 
of the Tri-State Medical Association. 


SOUTH CAROLINA 


Dr. Edward F. Parker, Charleston, is President of 
the South Carolina Tuberculosis Association. Dr. S. 
E. Miller, Georgetown, is Second Vice-President. 

Dr. John Fleming, Spartanburg, has been elected 
medical delegate member of the American Cancer 
Society for the South Carolina Division. 

Dr. Cecil C. Ram, Aiken, is an associate member of 
the Southeastern Section of the American Urologist 
Association. 

Dr. W. P. Beckman, Columbia, State Director of 
Mental Health, is President-Elect of the South Caro- 
lina District Branch, American Psychiatric Association. 
Other officers are Dr. Iverson O. Brownell, Green- 
ville, President; and Dr. Joseph J. Nannarello, Green- 
ville, Secretary-Treasurer. 

Dr. R. Cathcart Smith, Conway, has been re-elected 


Continued on page 80 
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TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 
services. 


(Organic diseases of the nervous system, psycho- 
neuroses, psychosomatic disorders, mood disturb- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic 
problems.) 


Dr. JAMES ASA SHIELD Dr. WEIR M. Tucker 


Dr. Georce S. Futtz, Jk. Dr. AMELIA G. Woop 


Out-Patient Clinic and Offices 


James A. Becton, M.D. 


P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. 


HILL CREST SANITARIUM 


Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 


AND ADDICTION PROBLEMS 


James Keen Ward, M.D. 
Phone WO 1-1151 and WO 1-1152 
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Demethylchlortetracycline Lederle 


| tract acti Cctiv i it y 


In vitro tests proved DECLOMYCIN Demethyl- 
lic chlortetracycline highly effective against many 
strains of Gram-negative bacteria commonly found 
in urogenital infections.’ In treating 75 patients 
with genitourinary infection, susceptibility studies 
showed DECLOMYCIN Demethylchlortetracycline 
more effective than tetracycline in 60 per cent of 
——— the cases. There was no case in which suscepti- 

e bility was greater to tetracycline than to demethy]l- 
chlortetracycline.? In 23 patients treated with 
DECLOMYCIN for various types of urinary tract 
infections, the immediate therapeutic effect, clini- 
cally and bacteriologically, was good.°® 


1. Vineyard, J. P.; Hogan, J., and Sanford, J. P.: 
Clinical’ and Evaluation of Demethyl- 
chlortetracycline. In: Antibiotics Annual 
New York, Antibiotica “a 1960, p. 401-408 

Roberts, M. S.; Seneca, H. and Lattimer, 
Demethyichiortetracycline in Genitourinary Infec- 


tions. In: Antibiotics Annual 1959-1960, New York, 

Antibiotica Inc. 1960, p. 424-428. 3. Rechniewski, { 
C.; Garcia, A. E., and Loizaga, A. J. A.: Preliminary \ 
Report on the Use of Demethyichiortetracycline in 

Infections of the Urinary Tract. Antibiotic Med. & 

Clin. Ther. 7:235 (April) 1960. 


CAPSULES, 150 mg. — PEDIATRIC DROPS, 60 mg./cc.—new cherry-flavored SYRUP, 75 mg./5 cc. tsp. 
FULL ACTIVITY ...LESS ANTIBIOTIC ...SUSTAINED-PEAK CONTROL ...‘“‘EXTRA-DAY’’ PROTECTION AGAINST RELAPSE 


PRECAUTIONS: The use of antibiotics occasionally may result im overgrowth of nonsusceptible organisms. Constant observation of the patient is essential. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York qq 
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©¢The polycarbophil —thihexinol 
combination [Sorboquel] often 
alleviated diarrhea after other 
drugs, including opiates, had 
been ineffectual. 


for truly 
effective 
control of 
chronic 
and acute 
diarrhea 


A 30-year-old male with a history of functional diarrhea of one month’s duration. 
a7-hour control film measuring transit time (not rap the barium = val 

the terminal ileum.] The above 24-hour film di ti 

action of thihexinol methylbromide and the ive action of 

(Note the particulate nature of the swollen polycarbophil 


.. the demonstrated inhibition 
jejunal motility without a 
marked delay of gastric emptying 
ts remarkable. In our experience, 
such selective depression of 
enteral motor activity has not 
been produced by other anti- 
peristaltic drugs. ??' 
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unexcelled therapeutic response with Sorboquel Tablets” 


Response 
No. of Patients Excellent Good Poor 
Chronic Diarrhea* 485 335 76 -74 
84.7% 15.3% 
Acute Diarrhea** 332 288 22 22 
93.4% 6.6% 
*Includes irritable bowel syndrome, regional enteritis, diverticulitis, ulcerative colitis, postantibiotic enteritis, malabsorption 
syndrome, radiation proctitis, surgically short-circuited intestinal states. **Includes nonspecific gastroenteritis, enteritis, enterocolitis. 


TABLETS 
effective ...“in a group of patients notoriously 
refractory to any type of drug.’”” 


SoRBOQUEL TABLETS combine two unique and hitherto unavailable antidiarrheal agents—poly- 
carbophil and thihexinol methylbromide. Acting together, these components in SorBOQUEL 
absorb free fecal water and quell hypermotility and associated spasm to an exceptional degree. 


A totally new agent in convenient tablet form 


SoORBOQUEL DosAGE: For older children and adults, initial dosage of one SorBOQUEL TABLET q.i.d. 
is usually adequate. Severe diarrheas may require six, or even eight, tablets in divided daily 
doses. (Dosages exceeding six tablets a day should not be employed over prolonged periods.) 
SIDE EFFECTS: The incidence of side effects at recommended dosage is negligible. (The usual 


precautions when using parasympatholytic agents should be observed.) Complete information 
regarding the use of SORBOQUEL TABLETs is available on request. 


SUPPLIED: SORBOQUEL TABLETS, bottles of 50 and 250. Each tablet contains 0.5 Gm. poly- 
carbophil and 15 mg. thihexinol methylbromide. 


REFERENCES: !. Winkelstein, A.: Am. J. Digestive Dis.: In press. 2. Berkowitz, D.: Personal communication. 3. Hock, C. W.: 
Med. Times 88:320 (March) 1960. 4. Lind, H. E.: Personal communication. 5. Seneca, H.: In press. 6. Riese, J. A.: Personal com- 
munication. 7. Gilbert, A. S.; Schwartz, I. R., and Matzner, M. J.: Submitted for publication. 8. Personal communications to Medical 
Department, White Laboratories, Inc. Additional bibliography: 9. Pimparker, B. D.; Paustian, F. F.; Roth, J. L. A., and Bockus, 
H. L.: To be published. 10. Texter, E. C.: Personal communication. 11. Clinical Reports to Medical Department, White Laboratories, 
Inc. 12. Grossman, A. J.; Batterman, R. C., and Leifer, P.: J. Am. Geriat. Soc. 5:187 (Feb.) 1957. 13. McHardy, G.; Browne, D.; 
McHardy, R.; Bodet, C., and Ward, S.: Am. J. Gastroenterol. 24:601 (Dec.) 1955. 14. Shay, H.: Personal communication. 
15. Hirsh, H.: Personal communication. 16. Bercovitz, Z. T.: J. Am. Geriat. Soc. 5:940 (Nov.) 1957. 


(#ax ) WHITE LABORATORIES, INC. Kenilworth, N. J. 


Continued from page 76 


President of the South Carolina Heart Association. 
Dr. Allan B. Warren, Spartanburg, is Secretary. 

Dr. Clyde F. Bowie, Anderson, has been elected to 
the Anderson County Health Board. 

The College of Charleston has awarded honorary 
Doctor of Laws degrees to Dr. Leon Banov, Profes- 
sor of Preventive Medicine at the Medical College of 
South Carolina, and to Dr. Joseph D. Guess, Green- 
ville. 

Dr. Hilla Sheriff, Columbia, is President of the 
Association of State Maternal and Child Health and 
Crippled Children’s Directors. 

Dr. Julian P. Price, Florence, is the new Chairman 
of the American Medical Association’s Board of Trus- 
tees. Dr. George B. Johnson, Spartanburg, has been 
elected to the AMA’s Council on Constitution and 


Bylaws. 
TENNESSEE 


Dr. Glenn E. Horton, Memphis, was recently elected 
as a full Fellow to both the American College of 
Physicians and the American College of Chest Phy- 
Sicians. 

Dr. Jesse L. Williams, Jr., Chattanooga, has been 
certified as a Diplomate of the American Board of 
Urology. 

Dr. Coulter Young, Manchester, is the new President 
of Manchester City School Parent-Teachers Association. 

Dr. Walter T. Hughes, Cleveland, and Dr. Roy W. 
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Laughmiller, Maryville, have been elected as Fellows 
of the American Academy of Pediatrics. 

Dr. O. L. Merritt, Dandridge, has been elected 
County Physician for Jefferson County. 

Dr. F. T. Billings, Nashville, has been elected to the 
Board of Trustees of Meharry Medical College. 

New Fellows of the American College of Physicians 
are Dr. George Harvey, Jackson, and Dr. John £, 
Neumann, Paris. 

Dr. Robert J. Barnett, Jackson, is a Fellow in the 
American Academy of Orthopaedic Surgery. 

Dr. R. H. Hutcheson, Franklin, has been named to 
a national advisory committee on accident prevention. 

President of the Tennessee Obstetrical and Gyneco- 
logical Association is Dr. Harold A. Schwartz, Chat- 
tanooga. 

Dr. Carroll H. Long, Johnson City, has been named 
President of the Tennessee Chapter of the American 
College of Surgeons. 

Dr. John L. Sawyers, Nashville, is Chief of Surgery 
at Nashville General Hospital. 

Dr. Beth Lodge, South Pittsburg, has joined the 
Marion County Health Department staff as Medical 
Director. 

Dr. Cleo Miller, Nashville, has been named head 
of the Nashville Presbytery in the Campus Christian 
Life Campaign. 

Dr. Elliot V. Newman, Nashville, is President of the 
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BRAWNER’S 


Jas. N. Brawner, Jr., M.D. 
Medical Director 


SANITARIUM 


(ESTABLISHED 1910) 


2932 SOUTH ATLANTA ROAD, SMYRNA, GEORGIA 


For the Treatment of 
Psychiatric Illnesses and Problems of Addiction 


MODERN FACILITIES 


Approved by Central Inspection Board of American Psychiatric 
Association and the Joint Committee on Accreditation 


ALBERT F. BrawneR, M.D. 
Associate Director 
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Ft emphasis is on 


PAIN RELIEF 
in sprains, strains, arthritis, rheumatism 


not only relieves pain but also relaxes taut muscles 
SAFE POTENT FAST 


SOMA 


Samples and literature on request 


Qi) WALLACE LABORATORIES, Cranbury, New Jersey 
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Middle Tennessee Heart Association for 1960, and Dr. 
‘Thomas F. Frist, Nashville, is President for 1961. 


TEXAS 


Dr. Milford O. Rouse, Dallas, a Past President of 
Southern Medical Association, has been re-elected 
Vice-Speaker of the House of Delegates of the Ameri- 
can Medical Association. 

Dr. Truman G. Blocker, Jr., has become Chairman 
of the Department of Surgery of the University of 
Texas Medical Branch, Galveston. 


Dr. Murray M. Copeland is Assistant Director for 
Education at the University of Texas M. D. Anderson 
Hospital and Tumor Institute of the Texas Medical 
Center at Houston. 


Dr. James A. Knight is the new Assistant Dean of 
Baylor University College of Medicine and Dr. Harris 
Busch is Professor of Pharmacology and Chairman of 
the Department of Pharmacology. 


VIRGINIA 


The Medical Council for Northern Virginia has 
elected the following officers: Dr. James Moss, Alex- 
andria, Chairman; Dr. Peter Soyster, Fairfax, Vice- 
Chairman; Dr. Preston Titus, Alexandria, Secretary; 
and Dr. Michael Puzak, Arlington, Treasurer. Dr. 
Moss has also been elected Vice-President of the Vir- 
ginia Society of Internal Medicine. 


Dr. Fletcher D. Woodward, Charlottesville, has been 
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made the first honorary member of the Speech and 
Hearing Association of Virginia. 

Dr. Donald L. Brummer, Richmond, has been 
elected President of the Trudeau Society of Virginia. 

Dr. J. M. Winkfield, Strasburg, is the new Vice 
President of the Board of Directors of the Massanutten 
Bank. 

Dr. Frederick E. Vultee, Jr., is Chairman of the De. 
partment of Physical Medicine and Rehabilitation 
and Director of the School of Medicine at the Medica} 
College of Virginia. 


WEST VIRGINIA 


Dr. Robert P. Hagerman, Superintendent of Weston 
State Hospital, has been named by Governor Cecil H. 
Underwood as Director of The Department of Mental 
Health. 


Dr. James B. Nichols, Jr., Charleston, has been 
certified by the American Board of Neurological 


Surgery. 


New staff appointments at the West Virginia Unk@ 
versity School of Medicine include Dr. Edmund Bag 
Flink, Professor and Chairman of the Department off 


Medicine; Dr. Herbert E. Warden, Associate Professor 
of Surgery; and Dr. Walter H. Moran, Jr., Senior 
Resident and Instructor in Surgery. 

Officers of the Ohio County Medical Society are 
Dr. S. S. Bobes, President; Dr. A. L. Wanner, Vice 
President; Dr. H. G. Dickie, Jr., Secretary; and Dr. D. 
W. Palmer, Treasurer, all of Wheeling. 


TO PROMOTE 


Resistance to Stress 


THROUGH 


Total Care OF THE PATIENT 


Susceptibility to the effects of stress, 
physical or psychic, is aggravated by a 
poor nutritional state; resistance and 
recovery are promoted by enhanced 
nutrition. 


In repair, use of energy and amino 
acids is increased with concomitant in- 
crease in demand for vitamins of the B 
complex. In many clinics, VITA-FOOD 
Brewers’ Yeast is a routine, a vital aid 
to total care of the patient—emphasized 
anew as the rationally inclusive ap- 
proach to ideal treatment. 


VITA-F OC Brewers’ Yeast 


The Janis Clinic 


—for the treatment of obesity 
Green Springs, Ohio 

A clinic for the treatment of obese adults 

and children: 

e DIET MANAGEMENT 

e EXERCISE 
e MEDICATION 
e PSYCHOTHERAPY 

Facilities for obese female and male chil- 


dren, ages 10-18, available only during 
the months of July and August. 


For more detailed information, 
write or phone: 


THE JANIS CLINIC, Green Springs, Ohio 
Phone 4151 
Leo B. Janis, M.D., Medical Director 
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tn bad digestion is the consequence of digestive enzyme deficiency, Entozyme may dispel dreary 
ptoms such as pyrosis, flatulence, belching, and nausea, for it is a natural supplement to digestive 
8s. It provides components with digestive enzyme activity: Pepsin, N. F., 250 mg., Pancreatin, N. ! 
300 mg., and Bile Salts, 150 mg. Because Entozyme is actually a tablet-within-a-tablet, these com- 
ents are freed in the physiological areas where they occur naturally. Entozyme has proved useful in 
ng many symptoms associated with cholecystitis, post-cholecystectomy syndrome, sub-total gas- 


Homy, pancreatitis, infectious hepatitis, and a e 
ly of metabolic diseases. 
‘ROBINS CO., INC. - RICHMOND 20, VA. 
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Co-Pyronil’ 


keeps most allergic patients 


symptom-free around the clock 


Many allergic patients require only one Pulvule® Co-Pyronil 
every twelve* hours, because Co-Pyronil provides: 


e Prolonged antihistaminic action 
e Fast antihistaminic action 
plus 
e Safe, effective sympathomimetic therapy 


*Unusually severe allergic conditions may require more fre- 
quent administration. Co-Pyronil rarely causes sedation and, 
even in high dosage, has a very low incidence of side-effects. 


Supplied as Pulvules, Suspension, and 
Pediatric Pulvules. 


Co-Pyronil® (pyrrobutamine compound, Lilly) 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
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(PAROMOMYCIN, PARKE-DAVIS) 


PROVIDES ANTIBACTERIAL AND 
ANTIAMEBIC ACTIONS. USEFUL IN INFEC- 
TIOUS DIARRHEAS OF BAGILLARY AND 
NONSPECIFIC ETIOLOGY.” PRACTICALLY UN- 
ABSORBED, THUS VIRTUALLY NONTOXIC.” 
VALUABLE IN ALL FORMS OF INTESTINAL 
AMEBIASIS-ACUTE, SUBACUTE, AND CHRONIC. 
EFFECTIVE IN PREOPERATIVE SUPPRESSION 
OF INTESTINAL FLORA, AND IN ADJUNGC- 
TIVE MANAGEMENT OF HEPATIC COMA.” 


Supplied: Humatin is supplied as the sulfate in Kapseals,® each containing 250 mg. of base; bottles of 16. Literature 
supplying details of dosage and administration available on request. References: (1) Courtney, K. O., & Thompson, 
P. E.: Paromomycin As a Therapeutic Substance for Intestinal Amebiasis and Bacterial Enteritis, Antibiotics 
Annual 1959-1960, New York, Medical Encyclopedia Inc., in press. (2) Godenne, G. D.: Paromomycin in Diarrheas 
of Infants and Children, Antibiotics Annual 1959-1960, New York, Medical Encyclopedia Inc., in press. (3) McMath, 
W.E T., & Hussain, K. K.: Pub. Health 73:328, 1959. (4) Personal Communications to the Department of Clinical 
Investigation, Parke, Davis & Company, 1959. (5) Shafei, A. Z.: Antibiotic Med. & Clin. Therapy 6:275, 1959. 
(6) Elias, F L., & Oliver-Gonzalez, J.: Antibiotic Med. & Clin. Therapy 6:584, 1959. (7) Carter, C. H.: Antibiotic 
Med. & Clin. Therapy 6:586, 1959. (8) Fast, B. B., et al.: Arch. Int. Med. 101:467, 1958. (9) Mackie, J. E., et al.: 
New England J. Med. 259:1151, 1958. (10) Stormont, J. M., et al.: New England J. Med. 259:1145, 1958. oo46o 


PARKE, DAVIS & COMPANY: Detroit 32, Michigan |Parke-pavis| 
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